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Editorials 


A HAPPY AND PROSPEROUS NEW YEAR 


There is no doubt but that this will be a 
“Happy New Year” if only for the fact that it 
marks the passing of as perverse a twelvemonth 
—outside of actual war times—as this genera- 
tion has known. 

Business depression, following on the heels of 
business inflation, gave the country—in fact it 
is not amiss to say all countries—a downright 
good attack of financial chills and fever. 

Financiers and economists blithely tell us that 
the best is yet to come and that the worst is 
over. Such information is excellent salve to ears 
that are rubbed raw with word from Washington 
that the income tax is in for an increase and 
that the president finds it necessary to ask for 
an increased budget to enforce bureaucratic 
measures that not one-tenth of one per cent of 
sane native born American citizenry feels down 
in its heart can ever be enforced. 

However does this appalling development of 
taxation strike any fear into the heart of those 
misguided and benighted bureaucrats, who, see- 
ing not quite so far as the ends of their noses, 
are already going briskly about putting more in- 
hibitory laws, with their inevitable upkeep of 
more taxes upon the already overburdened shoul- 
ders of the American citizens? 

To cite only one instance, the Sheppard- 
Towner Act in a new cloak and bonnet—now the 
Jones-Cooper Bill—is up for fresh consideration 
at the reconvening of Congress. 

Similar tax inflicting bureaucratic measures 
tending to an overcentralizing of government are 
sending up sprouts in more than one council 
chamber of the socialists, the un-Americans and 
the bureaucrats. 

Diligently refusing to bend an ear to the 
ground, and to grasp even the slightest vibra- 
tory echo of what public sentiment is, as evi- 
denced by the November elections, the army of 
the Great Misguided continues in the pathway 
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of the lamentable Louis Seize of France. To 
be sure the seventeenth Louis of the Bourbon clan 
lost his head on the block of taxation. Social- 


istic taxation, and the results of the uninforced 
deluge of idiotic laws, aye, almost uninforceable, 
over which many optimistic fanatics have already 
lost their heads, may wind up by sweeping the 
whole bureaucratic crowd of demagogues into a 
worse chaos than France knew when Danton and 
Robespierre were at the helm and the revolution 


ran red. The United States as a democracy 
began its magnificent rule with a fight against a 
tax on tea. It will be a crime against the ages 
as well as against civilization if the foundering 
of the greatest experiment in self government 
the world has ever known is due to a fight against 
a gruelling tax for the enforcement of hundreds 
of idiotic laws. 

Again let it be repeated, “That country is best 
governed which is least governed.” 

Under such a regime the United States rose 
gradually to world leadership. But to maintain 
that eminence a drastic crusade must be begun 
at once and without reservation against over- 
taxation for the support of hampering legisla- 
tion that is desired only by a parasitical bu- 
reaucracy that fattens on the burdens of a well- 
meaning and industrious citizenry. 

Of ancient Ireland it was said that every man 
was a king. Of modern America there are signs 
of a possibility of the ability to remark that 
every citizen is on the federal payroll. As all 
the money that Washington has comes out of 
the pockets of men and women living and work- 
ing, all the way from Maine to California, even 
as you and I, the lay of the land is unmistakable. 
Either our democracy must degenerate into ram- 
pant socialism or a halt must be called. 

The unemployment problem had as its solu- 
tion a suggested “dole” such as the British Em- 
pire wishes itself well rid of. Fortunately this 
suggestion was kicked out of Congress ! 

To solve financial problems and get the world 
back into economic balance, does not call for any 
program that will create any more idlers or in 
any way facilitate idling. What is needed is to 
put idle men to work; and to lift the burden of 
taxation from men at work, especially that taxa- 
tion involved by support of penal institutions 
crowded to overflowing by men and women put 
into durance through the workings, interpreta- 
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tions and ramifications of the innumerable and 
in far too many instances unnecessary legislation 
that is strangling the people of the United 
States. 

“What,” you ask, “has all this to do with a 
‘Happy New Year’ for the medical profession ?” 

Just this. The medical profession has al- 
ready been pulling chestnuts out of the fire for 
all sorts of freak legislation. 

Great Britain and Germany have had more 
than a lapful of this catspaw legislation by the 
panel system of state medicine that has literally 
been a capsizing anchor to the practice of medi- 
cine and scientific advance in those respective 
lands. State medicine, the practice of medicine 
through corporations and endowed foundations, 
through pay and part pay clinics and through 
universities practicing medicine already menaces 
the profession in this country. “The hair of the 
dog cures the bite.” These evils have come upon 
us and our country through the organized use 
of the ballot box. Organized use of the ballot 
box by members of the medical profession will 
prove one of the greatest all-American weapons 
ever employed to keep this country all-American 
and the practice of medicine, scientific, not 
socialistic, and ethical rather than commercial. 

As was remarked in these columns a year ago, 
not until the profession at large arouses itself 
to the problem confronting civilization can there 
be any genuine happiness either for a day or a 
year or a decade to the man of medicine who 
takes his profession honestly. 

There must be reform within the ranks as well 
as without. Some means must be devised where 
the profession itself is not pauperized through 
those well intentioned measures that tend to 
make the cost of caring for the sick, and the 
ailing, a matter within the reach of the purse- 
elasticity of the average citizen. 

To be sure the present high cost of illness is 
not altogether a question singly of the physician’s 
hire or the nurse’s wage nor the food, shelter 
resources and protection afforded by hospitaliza- 
tion. Of these integral parts however it is un- 
doubtedly true that the physician receives by far 


the smaller share in proportion to the skill and [ 
training involved. A large part of hospitaliza- | 
tion expense comes from the untrained labor | 
Some of our best hospitals complain | 


mm ofa 
that even at good wages it is difficult to find per- | Ps 


payroll. 
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sons to do the scullion tasks. For example, the 
preparation of fresh vegetables. Tedious and 
not altogether elegant to be sure is the washing 
of lettuce, the paring of potatoes, the scraping 
of carrots, parsnips or turnips, the slicing of cab- 
bage, the shelling of peas—all of which are an 
item in hospital dietary. 

Trivial as this detail may seem when compared 
to an hysterectomy, or an operation for brain 
tumor, yet it is a necessary lay service for con- 
valescence. And there are others. 

It is grateful to know that the A. M. A. is 
bending itself’ to seek a way for lowering both 
the cost of medical education and for a general 
economic cleaning up, and out of the present 
crisis in the care of the sick. To this end this 
magazine has been preaching for twenty years. 
When it does come it will not come a day too 
soon. 

But with this brilliant prospect etched in 
promise on the sky it makes it all very easy for 
the editor of the ILLINOIS MEDICAL JOURNAL to 
sincerely wish to all of his colleagues a “Happy 
New Year.” 





HEALTH CONDITIONS IN ILLINOIS 
FOR THE YEAR 1930 


| For half a century Illinois has not enjoyed a 
_ year so healthful as 1930. The state department 
| of health never did a larger volume of work in 
) any other year. With these two statements Dr. 
Andy Hall, state health director, summarizes his 
annual report which embraces statistical evidence 
| that shows the remarkable benefits which have 
) come from the practical application of preven- 
5 tive medicine in this state. 

The general death rate, he points out, will fall 
) below 11 per 1,000 for 1930, the lowest in fifty 
» years, if provisional statistics hold good in the 
> final analysis. New minimum death rates from 
5 tuberculosis and among infants are practically 
assured on the basis of records already compiled. 
These and other illuminating facts give the 
greatest encouragement to prospects for future 
) Welfare of the people of Illinois. 
“The research work of the department yielded 
) two definite and important new contributions to 
} scientific knowledge. One was the development 
') of a new method of pasteurizing milk which en- 
|) ables housewives to easily, quickly and economic- 
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ally pasteurize small quantities of milk for fam- 
ily use. Another demonstrated that live, clean, 
human skin has a high germicidal power, kill- 
ing dangerous disease germs rapidly in large 
quantity. Still another study showed that tem- 
perature is an important factor in bringing on 
an attack of typhoid fever. 

“The outlook for 1931 is that measles will be 
epidemic generally during the first four months 
and fear is entertained that a sharp wave of in- 
fantile paralysis will follow during the late sum- 
mer and fall. To combat these possibilities ar- 
rangements have already been completed for col- 
lecting convalescent serum to distribute to physi- 
cians for treating infantile paralysis. This pro- 
cedure prevents the development of paralysis in 
a large number of cases when given early enough. 

“Plans are under way for collecting convales- 
cent serum with which to combat measles in chil- 
dren under three years old. Measles is danger- 
ous to these young children but it can be post- 
poned or modified by the judicious and timely 
use of convalescent blood serum. 

“Tllinois had the disgraceful record of report- 
ing more smallpox than any but two other states 
in the Union, Indiana and Ohio, during 1930, 
and it is to establish a more prideful reputation 
that an attack on that disease is planned.” 


i 


a) 


POST-GRADUATE WORK IN CHICAGO 


When one impartially surveys the field, there 
is at present no opportunity for real post-grad- 
uate study in Chicago. Sporadic and well in- 
tended efforts have been made, but there is noth- 
ing worthy of Chicago as a great medical cen- 
ter. Why? 

There appear to be three fundamental rea- 
sons: First, the logical centers for such teach- 
ing are the great charity hospitals. Cook County 
Hospital, with it three thousands beds, unfor- 
tunately offers nothing in the way of organized 
clinical teaching. The Illinois Eye and Ear In- 
firmary, once a bright spot in the field of teach- 
ing the specialties, likewise offers nothing com- 
mensurate with its possibilities. Thus these two 
great centers are of little use to the practitioner 
who comes to Chicago seeking post-graduate op- 
portunities. 

Secondly, post-graduate teachings, if properly 
done, is expensive. This expense must either be 















borne by the practitioner who receives the in- 
struction, it must be endowed, or it must be 
borne by the State. If done by the State, it 
must come through the State Medical School. 
That means an increased budget. If endowed, 
it might be done through the other medical col- 
leges—but they have no such endowment at pres- 
ent. That puts the burden on the ultimate con- 
sumer, the man who takes the course. It has 
always been so and we hope it always will. There 
is nothing finer in the whole story of medicine 
than the sacrifice of time and money which 
members of the profession have always been will- 
ing to make to further their knowledge—knowl- 
edge that would make them more useful to the 
community. 

Thirdly, post-graduate teaching must be done 
by clinicians who like to teach and who have 
experience in teaching. Chicago at present has 
no opportunity to train or select post-graduate 
teachers, let alone remunerate them. 

And so men still spend their hard earned 
money to go to Austria, Germany or France 
where post-graduate teaching is organized. We 
have the material at home, we have competent 
men but we have no organization. The practi- 
tioner of the State has a right to ask: What’s 
the matter with Chicago? 
















CAN EVOLUTION OF PLAN FOR _ IN- 
STALLMENT PAYMENT OF BILLS 
FOR CARE OF ILLNESS RELIEVE 
ECONOMIC PRESSURE ON 
PHYSICIAN AND 
PATIENT? 


IpEAs oF THis Nature SuHoutp Be Scrutt- 


NIZED CAREFLLLY 


As “installment buying,” or “installment pay- 
ing” rather, took its share of blame for the de- 
flation and depression that have been the year’s 
bogies, it is interesting to note the advancing in 
all seriousness of an installment plan procedure 
for the payment of medical service. 

At first sight the plan may seem optimistic. 
At further study it opens up perplexities galore. 

Was the scheme of installment buying suc- 
cessful in the world of commerce ? 

If so, why did this nationally used lever for 
“speeding up” stand accused later of being the 
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causation for the “oversold” condition of the 
country that many economists claim has been a 
large factor in contributing to the business de- 
bacle ? 

If installment systems failed to keep the hard- 
headed business man from literally “getting in 
over his neck,” in what way will it react upon 
the ever soft-hearted, continuously imposed upon 
members of the medical profession ? 

Some serious, well-read, deeply versed mem- 
bers of the profession insist that appearances 
indicate that cost of illness may have to be met 
on the installment plan, as is done with many 
commodities and necessities. 

While hospitalization and nursing costs are the 
larger portion of expense to be considered in 
present day care of the sick, and the surgeon’s 
or physician’s fee is a comparatively minor item, 
yet the entire amount often reaches heights 
where payment in a lump sum is absolutely pro- 
hibitive for the man of average income. What 
of this plan to let him pay it in driblets? 

There may be wisdom in the suggestion that 
the expense of illness shall be paid for on the 
installment plan. Wiage-earners have discovered 
how many necessities, and even luxuries, can be 
provided for themselves and their families by a 
wise use of the extended, secured credit known as 
installment buying. The system is not free from 
abuses. Yet many a home has been bought and 
furnished and made into a prosperous com- 
munity unit by sane and coservative use of this 
commercial system. Also, many a family has 
gone bankrutp from the same cause. 

A judicious application of the installment sys- 
tem might both relieve the patient and benefit 
the physician. For as a matter of fact in these 
post-war days of upset finance in thousands of 
instances doctors’ bills and allied charges for the 
care of illness have become more and more an 
indefinite liability with households and indi- 
viduals. An idea seems to maintain that such 
care should be dispensed as from a miraculous 
fount. To some extent, responsible for this 
situation, are the misguided philanthropies of F 
clinics preeniatang free or part pay services to : 
men and women “owning” automobiles, and pay- [7 
ing for them on the installment plan; expensive i 
radios, and other desirable yet not altogether : 
essential complements of civilization. 
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The fault cannot all be laid there. It is tra- 
ditional that the last bill to be paid by the great 
majority of citizens is the bill of the doctor. 
Hospitals fare better. The nurse delivers a serv- 
ice that is practically on a cash basis. The doc- 
tor answers an emergency call and usually gets 
a deferred payment response. 

Look into this matter of lump sum payments 
for hospitals: A nurse gets at least seven dollars 
per 8-hour day from the patient with an addi- 
tional charge of ten dollars per week for her 
board and keep. If the patient must have con- 
stant care with the union labor demands of an 
83-hour shift the patient is liable for the sum of 
approximately $200 in a week’s illness. Nat- 
urally this cannot be cared for in a lump sum 
hy any except the wealthiest. As a result either 
the patient goes home too soon, or may die or 
hecome a semi-incapacitated citizen, or the bill 
doesn’t get paid. 

For such situations the payment of bills for 
illness on an installment basis may promise 
much. Again the remedy may be worse than 


the cure. 
In many instances the installment plan is a 


simple way of getting out of a man what he 
owes you without his realizing that he is paying 
his just debts or feeling injured or unduly cur- 


tailed in his pocketbook. Such a species of 
gentle hypnosis is necessary with some persons, 
who seem to feel that because medicine is a pro- 
fession bearing in its train, what seems to a 
sufferer, almost divine skill, that the exponents 
of such skill can live without mortal sustenance. 

Budgeting of expenses has been found more or 
less feasible in practically every angle of life. 
If a man knows he has to have an operation that 
will cost him $200 and that he can pay down 
only $50, but can care for the rest in ten or twelve 
payments, he may not be so apt to defer until 
the danger point the performance of the opera- 
tion; a life may be saved and the surgeon as- 
sured of at least a part of his earnings; without 
which no man can live or support his dependents. 

Here is another side of the question. Install- 
ment credit is not allowed in the business world 
unless a man’s credit rating is established. The 
doctor never stops to look up a credit rating. He 
sets out to save the patient. When the patient 
is saved it would seem there might be some sort 
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of system by which if the bill can not be paid 
immediately it can be arranged to be met on 
the installment plan. What applies to emergency 
service could be made to fit chronics, who are 
often the worst pay of all as well as the most 
troublesome of patients. 

The principle of secured installment buying 
of course rests first upon a credit rating or pay- 
ing capacity which is supposed to be satisfactory 
to the dealer in commercial commodities. A 
price is then quoted to the purchaser that will 
cover the carrying charge for the account. 

On a radio or automobile or what not that is 
quoted at $700 the purchaser may pay $125 
down. He will sign ten or a dozen notes in equal 
or graded payments for the balance. These notes 
are payable at weekly or monthly intervals and 
include a reasonable interest charge. The seller 
indorses these notes and thus becomes liable in 
taking the notes to institutions known as “ac- 
ceptance companies” and which are an outgrowth 
of installment financing. These acceptance com- 
panies turn over to the seller for these notes an 
immediate payment of their face value minus 
ten or fifteen per cent discount. This discount 
of course has been cared for in the price. 

There is no call for any doctor to rush into the 
installment sale of his services with wild aban- 
don. As a matter of fact the acceptance com- 
panies have not all turned out to be of the high- 
est integrity. And the dignity of the profession 
must be upheld in the cause of ethics and honesty. 
Possibly, however, some practical application of 
the principle of installment payments might be 
evolved for the profession through the profession 
and its sound financial connections. Problem of 
payment for services rendered was never so press- 
ing, either to the patient or to the physician. 
It would appear that such relief as has been at 
hand for business men may be available in some 
form for the medical profession if each practi- 
tioner could be held to a figure of solvency in 
the total amount of notes which he “secured” to 
the necessary loan company. 

Physicians who have made individual experi- 
ments in this field with local patients and banks 
are in position to fully understand the recent 
epidemic of bankruptcy petitions among install- 
ment plan automobile retailers who sold unwisely 
and too well. 
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DR. EDWARD H. OCHSNER’S FORMULA 
FOR SOCIAL AND ECONOMIC 
JUSTICE 


The following excerpt is reproduced from Clin- 
ical Medicine & Surgery, July, 1930: 

To those capitalists and philanthropists who 
are constantly meddling with medical affairs, 
too often to the detriment of both the medical 
profession and the general public, I would make 
the following suggestions: 

First, that they devise means and methods of 
preventing periodic financial depression, and thus 
solve the problem of unemployment which, to 
the average wage earner, is a more serious prob- 
lem than even the danger of sickness. The med- 
ical profession has conquered all the major epi- 
demics, such as cholera, typhus, typhoid fever, 
smallpox, yellow fever and malaria. The con- 


trol of financial depression is, I believe, no more 
difficult than the control of epidemics and would 
add nearly as much to the sum total of human 
happiness as the control of epidemics. 

Second, let the capitalists devise means and 
methods whereby all wage earners may labor un- 
der good hygienic working conditions, during 


reasonable hours, and receive a living wage. 

Third, let them join with other groups to 
abolish or, at least, to greatly reduce human 
parasitism, the corroding canker of modern civil- 
ivation, by devising means and methods whereby 
remuneration and reward shall be in direct pro- 
portion to the time and energy legitimately ex- 
pended and to the value of services rendered to 
society in general. If these three problems were 
seriously tackled they would challenge the best 
brains of all America and would easily keep the 
philanthropists, capitalists and industrialists so 
busy for the next thousand years or more that 
they would not find a moment’s time in which 
to meddle with the private practice of medicine. 

Tio the medical profession I would suggest 
keeping up the fight against bureaucratic and 
lay control unremittingly, by educating all mem- 
bers of the medical profession, as well as the 
laity, to its dangers. 

All citizens are vitally concerned in maintain- 
ing the independence of the medical profession 
and all will suffer grievously if medicine is ham- 
pered and if medical men generally are to be- 
come the hirelings of bureaucrats or of lay cor- 


porations. 
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MEDICAL ETHICS AND THE LAITY 


Destructive criticism of all things medical by 
a certain biased and prejudiced proportion of the 
laity has become all too common, too frequent 
and too ridiculous. 

Anybody can criticize. Oftenest the most de- 
structive criticism comes from the most ignorant. 
This would seem to be true of the ethics of the 
medical profession when held up as a target for 
any disgruntled or -idle citizen by somebody 
equally idle or ignorant. 

It is unfortunate that a magazine of the cal- 
ibre, circulation and backing of Liberty should 
have permitted to be printed in its pages so bas- 
ically unsound an article as that captioned “Doc- 
tors and Their Ethics.” It was clearly a state- 
ment of opinion, and not of fact and far from 
being a statement of opinion as founded on fact. 

Though the educated mind could see easily 
after perusing the article that its fallacies were 
double barrelled in every respect yet the most 
terrible menace in it lay not in its inaccuracies 
and misrepresentations but in the false conclu- 
sions that must be drawn from it by lesser minds. 

The average citizen reading this article would 
be led to believe that he had suddenly seen into 
the very intricacies of the workings of the medi- 
cal profession just as a century or so ago it was 
the practice to study the workings of the human 
stomach through the unhealed wound of Alexis 
St. Martin. 

Perhaps the wisest way to treat such nonsense 
as is this article is to swat it with satire and to 
bleed it with contempt. 

For the benefit of its author, Dr. G. Howard 
Gowen has composed and printed a satirical re- 
vision of the Oath of Hippocrates. 

We put it—this satirical revised oath of Dr. 
Gowen—in this form, not for the purpose of 
ridiculing or defiling this sacred oath but rather 
for the purpose of so phrasing it that it might 
possibly be acceptable to the writer of that article 
mentioned in Liberty. And bearing this in 
mind, we submit the revised oath: 


THE MODERN OATH OF HIPPOCRATES 


I swear by the gods and goddesses of Mollah, 
Hokum, and a couple of others, that I will prac- 
tice medicine, not as I have been taught, but as 
the public would have me practice; that I will 
send bills only once a year and for small 
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amounts, and if paying these bills interferes 
with the purchase of such essentials as an auto- 
mobile, radio, piano, or fur coat, I will not re- 
quire payment; that I will affiliate with some 
large clinic and utilize my time and endeavors 
for the free care of patients even though they 
could easily pay for medical attention; that I 
will get up at all hours of the night, however 
unnecessary it may be; that I will not attempt to 
force my patients to do what I think best, but 
will treat them the way their neighbors suggest ; 
that I will always tell the patient what his ail- 
ment is, and particularly, in the case of social 
disease, with untiring effort, I will notify wife 
or husband, children, father, and mother, and all 
other relatives and neighbors; that in cases re- 
quiring immediate surgical attention I will not 
force the issue, but will let my patient wait as 
long as he cares to and if he dies, I will take the 
blame; I will sell my car and home, do away 
with expensive office furniture, discontinue buy- 
ing medical books and literature, and in every 
way cut down my expenses so that I can live, 
however uncomfortably, without charging my pa- 
tients anything but minimal sums; and that, 
furthermore, I will take no vacations or indulge 
in any form of amusement in order that I may 
be at all times at the call of my patients; and 
finally, with all of the above means to help me, 
should I not be able to make a living, I will not 
press my patients for aid, but will secure a posi- 
tion as bellboy or street cleaner where my educa- 
tion will be of decided advantage in promulgat- 


| ing rapid progress towards the acme of existence. 
_ —G. Howarp Gowen, M. D., Junior Dean, The 


Sad eg AE Ne Noe 


Chicago Medical School News, April, 1930. 





ILLINOIS STATE MEDICAL SOCIETY 


HAS REPUTATION OF BEING AN 
AUTHORITY ON SOCIALIZED 
MEDICINE 
College debating teams are being referred to 
the Illinois State Medical Society for authentic 
information on Socialized Medicine; during the 
past six weeks the Educational Committee has 
supplied package libraries to debaters in seven 


Reports indicate the opposing sides 


colleges. 
are winning and a Michigan physician writes 
that in his city the debaters “knocked State 
Inedicine into a cocked hat. 
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Colleges requesting help are Monmouth Col- 
lege, Macomb Normal, Bradley College, Shurt- 
leff College, all of Illinois; Northern Michigan 
State Normal, Marquette, Michigan; University 
of Toledo, Toledo, Ohio; Purdue University, 
Lafayette, Indiana. 





CAN A CORPORATION PRACTICE MEDI- 
CINE? THE APPELLATE DIVISION 
OF THE SUPREME COURT OF 
NEW YORK RULES NOT 


In the December issue of the JouRNAL we pub- 
lished the decision of Judge Samuel R. Blake of 
the Supreme Court of Los Angeles, who held 
that a corporation in California cannot practice 
medicine. In response to several inquiries we 
are republishing the decision of the Appellate 
Division of the Supreme Court of New York. In 
the case of The People of the State of New York 
vs. John H. Woodbury, Dermatological Insti- 
tute, 192, N. Y. 454 decided September 29, 1908. 
We quote: 

The John H. Woodbury Dermatological Institute was 
convicted of unlawfully advertising to practice medi- 
cine and a fine of one hundred dollars imposed by the 
Court of Special Sessions of the first division of the 
city of New York, January 2, 1908. From that convic- 
tion there was an appeal to the Appellate Division of 
the Supreme Court of New York, which affirmed that 
conviction in quite a long opinion, which is published 
in 124 App. Div. Reports, Supreme Court of New 
York, 877. 

The upper or highest court in New York is their 
Court of Appeals and there was an appeal taken to that 
court by the defendant. The judgment of conviction 
was affirmed and the opinion is in 192 N. Y. 454. 

The following is the decision in full: 


THE PEOPLE OF THE STATE OF NEW YORK, 
RESPONDENT, VS. JOHN H. WOODBURY 
DERMATOLOGICAL INSTITUTE, AP- 
PELLANT, 192 N. Y. 454, DECIDED 
SEPTEMBER 29, 1908 

WILLARD BARTLETT, J. The statute now in 
force which regulates the practice of medicine in this 
state provides that “any person not a registered physi- 
cian who shall advertise to practice medicine, shall be 
guilty of a misdemeanor.” (Laws of 1907, chap, 344, 
§ 15.) 

The district attorney of the county of New York laid 
an information before the Court of Special Sessions ac- 
cusing the defendant of the crime of unlawfully adver- 
tising to practice medicine in violation of this prohibi- 
tion. The defendant was convicted upon proof suffi- 
cient to establish the fact that it had so advertised. It 
was contended before the trial court, however, and it is 
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contended here, that a corporation is not chargeable 
with liability under the statute because the word “a per- 
son,” as used therein, cannot properly be held to apply 
to a corporation at all, but is exclusively applicable to 
an individual human being. The prosecution answered 
this proposition by reference to the Statutory Construc- 
tion Law (Laws of 1892, chap. 677, sec. 5) which pro- 
vides that the term person includes a corporation and 
joint stock association.” The defendant replied that the 
provision quoted from section 5 of the Statutory Con- 
struction Law is qualified by the limitation contained in 
section 1 of the same act, which declares that the chap- 
ter is “applicable to every statute unless its general ob- 
ject, or the context of the language construed, or other 
provisions of law indicate that a different meaning or 
application was intended from that required to be given 
by this chapter.” The argument of the defendant is 
that the context in the general act of 1907 regulating 
the practice of medicine which contains the prohibition 
against advertising to practice medicine by any person 
not a registered physician indicates conclusively that 
“any person” therein mentioned could not possibly have 
been intended to mean “any corporation.” The Court 
of Special Sessions, however, and the Appellate Divi- 
sion (with one dissenting judge) reached a contrary 
conclusion, holding that artificial persons as well as 
natural persons fell within the prohibition of the 
statute. Mr. Justice Ingraham, who wrote one of the 
opinions for the majority of the Appellate Division, 
called attention to the fact that the provision in the 
Statutory Construction Law to the effect that the term 
_ person includes a corporation, was taken from section 
718 of the Penal Code and section 955 of the Code of 
Criminal Procedure which were repealed by section 37 
of the Statutory Construction Law itself. This substi- 
tution and repeal seemed to him clearly indicative of 
the intention of the legislature to make the provision of 
the Statutory Construction Law applicable to all cases 
in which a corporation had committed an act which by 
law was made a criminal offense if committed by a 
natural person. 

The only difficulty involved in the adoption of this 
view grows out of the existence of hospitals, dispen- 
saries and similar corporate institutions which are un- 
questionably authorized by law to practice medicine— 
although of course only through the agency of natural 
persons who are duly registered as physicians. The 
defendant was incorporated under the act of Feb. 17, 
1848 (L. 1848, ch. 40), to authorize the formation of 
corporations for manufacturing, mining, mechanical or 
chemical purposes, and the objects for which it was 
formed were stated in the certificate of incorporation 
as follows: “The carrying on of business of manufac- 
turing chemical preparations and printing, publishing 
and selling books and pamphlets relating to the same 
and advertising same.” There could be no suggestion 
or pretense that this was a hospital corporation or dis- 
pensary. In reference, however, to hospitals and dis- 
pensaries it could hardly have been the intention of the 
legislature in the act of 1907 to prohibit such corpora- 
tions from advertising to do what they might do lawfully 
—that is to say, from advertising to practice medicine; 
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yet it is argued that if we hold that the act of 1907 
makes it a misdemeanor for any corporation (making 
the term “person” embrace a corporation) to advertise 
to practice medicine, we must also hold that incorpo- 
rated hospitals and dispensaries fall within the prohibi- 
tion. If this were the necessary result of the construc- 
tion adopted in the courts below I think it would fur- 
nish a strong reason for rejecting that construction. It 
seems to me, however, that we can affirm this judgment 
without in any wise denying the lawful right of hospi- 
tals, dispensaries and similar corporate institutions to 
advertise their readiness to exercise their lawful func- 
tions; and this simply for the reason that the general 
medical law of 1907, is obviously not intended to apply 
to the case of such corporations at all. In other words, 
the prohibition therein contained against the practice of 
medicine without lawful registration in this state or in 
violation of any of the provisions of the statute or 
against advertising by any person not a registered phy- 
sician were not intended to apply and plainly could 
not reasonably be held to apply to corporate bodies 
which by the express provisions of other statutes are 
authorized to carry on the practice of medicine upon 
compliance with their provisions and without registra- 
tion. 

The incorporation of hospitals is provided for in sec- 
tion 80 of the Membership Corporations Law (L. 1895, 
ch. 559, as amended by L. 1900, ch. 404). Five or more 
persons may become a corporation for the purpose of 
erecting, establishing or maintaining “a hospital, infirm- 
ary, dispensary, or home for invalids, aged, or indi- 
gent persons,” by making the prescribed certificate and 
obtaining the written approval of the state board of 
charities and a justice of the Supreme Court of the dis- 
trict in which the principal office or place of business 
of the corporation is to be located. The statute ex- 
pressly provides that “the systems of medical practice 
or treatment to be used or applied in such hospitals, in- 
firmary, dispensary or home” may be specified in the 
certificate. Thus, a hospital duly incorporated under 
the Membership Corporation Law unquestionably holds 
itself out as being able to diagnose, treat, operate and 
prescribe for human disease, pain, injury, deformity or 
physical condition; and such corporations do in fact 
offer and undertake publicly and frequently through the 
agency of advertisements to diagnose, treat, operate and 
and prescribe for such diseases. An institution of this 
character, possessing legislative authority to practice 
medicine by means of its staff of registered physicians 
and surgeons, comes under the direct sanction of the 
law in so doing, and by the plainest implication under 
well-settled rules of statutory construction relating to 
enactments dealing with the same general subject mat- 
ter are expected from the operation of the act of 1907 
under which the defendant was convicted. 

It is suggested in behalf of the appellant that to at- 
tribute to the legislature a design to prohibit a corpo- 
ration which is not registered as a physician from adver- 
tising to practice medicine is to charge the lawmakers 
with doing an absurd act, inasmuch as it is impossible 
under the law for a corporation to register as a physi- 
cian. There is nothing in this point. It might just as 
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well be urged that there is no need of a law prohibit- 
ing a minor from voting since everybody knows that a 
minor has no legal right to vote. This fact does not 
prevent illegal attempts on the part of minors to exer- 
cise the right of suffrage, and the facts in the present 
case show that a corporation may undertake to prac- 
tice medicine without authority of law. 

Believing, as I do, that the construction of section 15 
of chapter 344 of the Laws of 1907 adopted by the 
courts below may be sustained without affecting the 
.ights of incorporated hospitals or dispensaries, I think 
the judgment of conviction was correct and should be 
affirmed. 

CULLEN, Ch. J.. GRAY, HAIGHT, WERNER, 
HISCOCK and CHASE, JJ., concur. 

Judgment of conviction affirmed. 

Other state courts have held that a corpora- 
tion cannot practice medicine or dentistry, for 
instance: 

In the State of California it was very recently 
decided that a corporation cannot practice medi- 
cine (People of the State of California vs. The 
Medical Service Corporation) published in full 
in the December issue of the JOURNAL. 

People ex rel Lederman v. Warden of City 
Prison, 152 N. Y. Supp. 977; Godfrey v. Medi- 
cal Society of New York County, 164 N. Y. 
Supp. 846. 

The Supreme Court of Colorado has held, too, that a 
corporation cannot practice dentistry (People v. Pain- 
less Parker Dentists, 275 P. 938). 

To the same effect, in so far as relates to dentistry, 
is the Kansas case (Winslow v. State Board of Dental 
Examiners, 223 P. 308). 

A similar holding is to be found in Pennsylvania 
(Com. ex, rel. Attorney General vy. Alba Dentist Co., 
13 Pa, D. R. 432). 

The Illinois law forbids the practice of medicine by 
“any person,” unless that person has a special license 
to so do. A corporation is “a person.” A corporation 
cannot pass the medical examining board. The right 
to practice medicine attaches to the individual and dies 
with him. If our interpretation of the Illinois law is 
correct then the Illinois Medical Practice Act forbids 
the practice of medicine by a corporation. Perhaps we 
have in our present Illinois legal restrictions sufficient 
authority to prevent the encroachment on the medical 
profession by corporations attempting to engage in the 
practice of medicine. 

Note and Comment: 

In Illinois, in 1923, 1925, 1927 and 1929 at 
each session of the legislature, we introduced bills 
to prohibit the practice of medicine by corpora- 
tions in this State. At each attempt we were 
heaten because of the influence brought to bear 
by a certain corporation that has been engaged 
for several years in the practice of medicine in 


the State: 
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In Illinois there is a statute which prohibits 
corporations from practicing law, yet the law- 
makers of the State seemed unwilling to give to 
the medical profession similar protection granted 
the legal fraternity. 





LAWYERS AGAIN PROTEST THE PRAC- 
TICE OF LAW BY CORPORATIONS 
AND TRUST COMPANIES 


The Delaware State Medical Journal, Decem- 
ber, calls attention to an article that appeared in 
the Baltimore Sun of December 3, 1930, as 
follows: 


Practice at law by trust companies and cor- 
porate fiduciaries was assailed by Charles Lee 
Merriken, incoming president of the Baltimore 
Bar Association, at the annual meeting in the 
Lord Baltimore Hotel last night. 

The practice also was criticized by Edward J. 
Colgan, Jr., retiring president, who in his annual 
report stated that “generally speaking the whole 
complaint can be characterized as the unlawful 
practice of law by these companies.” 

Mr. Merriken said the organization should 
“curb” the pernicious activity of trust com- 
panies which are seeking to take from us busi- 
ness which rightfully belongs to us as lawyers.” 

Solicitation, sometimes house-to-house, and 
advertisements in which there has been a general 
invitation to the public to have wills drawn, and 
efforts to have people draw up deeds of trust 
under which property would be conveyed to a 
certain trust company to hold in trust for bene- 
ficiaries, were named by Mr. Merriken as certain 
points of contention. 

The practice is the subject of an investigation 
by a committee of the association headed by 
Edgar Allen Poe. 

“The legitimate exercise of their chartered 
powers by these companies has always been recog- 
nized by the members of the bar as legal and in 
many cases desirable,’ Mr. Colgan said in his 
report. 

“At the same time justifiable complaint has 
been made of the manner in which some of these 
companies have solicited business and executed it 
after it has come to them. 

“Tt cannot be justly said that the complaint 
of the lawyers has been entirely based on selfish 
motives because it is not only recognized but 
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conceded that these corporations through their 
officers or paid attorneys frequently are called 
upon to represent persons whose interests neces- 
sarily conflict and are at variance with their 
own.” 

With the exception of one or two points, Mr. 
Colgan said, the committee, appointed in 1929, 
has made progress. It is hoped, he added, that 
representatives of the fiduciaries will agree to 
the propositions which the special committee has 
submitted to them. 

The November issue of the same journal called 
attention to an exactly similar complaint or pro- 
test from the Philadelphia lawyers against what 
they charged was usurpation of their professional 
prerogatives, chiefly by corporations. 





THE ATTORNEY GENERAL OF ILLINOIS 
HOLDS THAT PUBLIC HOSPITALS 
IN ILLINOIS CANNOT EXCLUDE 
ANY DOCTOR LICENSED BY 

THE STATE 

According to the associated press reports De- 
cember 29, the drugless practitioners cannot be 
barred from hospitals. The following is the 
ruling: 

Public hospitals in Illinois cannot exclude any 
doctor, licensed by the state, whether they are 
regular doctors of medicine or graduates of 
schools teaching drugless healing, Attorney Gen- 
eral Oscar E. Carlstrom has advised Dr. Any 
Hall, director of the state department of public 
health. 

Exclusion of osteopaths and other drugless 
doctors from a hospital at Decatur started a con- 
troversy which was carried to Dr. Hall and the 
attorney general for settlement. Directors of 
the hospital excluded the drugless doctors by fix- 
ing a standard of qualifications which they were 
unable to meet, Attorney General Carlstrom was 
informed. 

“All physicians who are recognized as legal 
practitioners by the state board of health shall 
have equal privileges in treating patients in pub- 
lic hospitals,” the attorney general said, point- 
ing to the state statutes. 

“Legal practitioners,” he added, “included all 
persons who have been licensed to practice medi- 
cine, either in all its branches or to treat hu- 
man ailments without the use of drugs or medi- 
cine and without operative surgery. The board 
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of directors of a hospital would have no author- 
ity, under the statute, to pass any rules or regu- 
lations preventing all legal practitioners from 
having equal privileges and treating patients in 
such hospitals. 

“The department of registration and educa- 
tion has the power and authority to determine 
and fix a standard of qualification for those prac- 
ticing medicine and such power is not delegated 
to public hospitals.” 





AN APPRECIATION OF THE OLD 
FAMILY DOCTOR 


An editorial in the December 29, Chicago Her- 
old-Examiner is worthy of reproduction. We 
quote : 

TRUE TO AN OLD IDEAL 

“Modern clinical groups, that usher a patient 
down the line through a group of specialists, 
make quite an impression upon the unhappy 
patient. 

“The system is based upon the efficiency idea 
—a sort of Ford plant arrangement for recon- 
ditioning defective parts in the human machin- 
ery. These specialists are often fine mechanics, 
but the old-fashioned family doctor was often 
an artist and a hero by comparison. 

“And these old-fashioned doctors still carry 
on, as evidenced by dispatches from McCall, 
Idaho, a few days ago. Word reached McCall 
that a mountaineer was near death and needed a 
physician at Squaw Meadows, fifty miles away. 
Dr. Don 8. Numbers trekked through a blizzard, 
on snowshoes. Once he became lost. Finally he 
reached the cabin, built a fire, warmed his hands 
and performed an operation and then remained 
alone at the worker’s bedside to act as nurse. 

“Men who respond so truly and humbly to a 
high ideal should be canonized by their profes- 
sional brothers.” 





THE EDUCATIONAL COMMITTEE OF 
THE ILLINOIS STATE MEDICAL 
SOCIETY HAS GONE FAR AND 
ACCOMPLISHED MUCH 
DURING 1930 

The services rendered by the educational com- 
mittee is about relatively equally divided between 
Cook County and down State. The following 
summary is of interest: 
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SPEAKERS BUREAU 
525 speaking appointments before lay groups. 
Cook County 


180—Cook County lay organizations requested speak- 
ers from the Educational Committee. 

20—Downstate appointments filled by Chicago physi- 
cians. These included: 

Peoria University Club. 

Paris Woman’s Club. 

Danville Public meeting sponsored by Vermilion 
County Medical Society and Auxiliary. 

Springfield Woman’s Club. 

Rock Island Parent Teacher Association. 

Joliet Chamber of Commerce. 

Evanston Woman’s Club. 

Joliet High School—4,000 students. 

Evanston Chamber of Commerce. 

Evanston Rotary and Lions Clubs. 

Lake Forest Woman’s Club—2 meetings. 

Jolie€ Rotary and Lions Clubs. 

Annual Meeting of the Northeastern Division of Il- 
linois State Teachers Association, including Cook 
County, with an attendance of over 2,000 teachers. 

District meetings of Illinois Federation of -Wom- 
en’s Clubs, attended by representative officers of 
women’s clubs of Cook County. 

20,000—Students in high schools, junior colleges, paro- 
chial schools, and grade schools heard health talks 
presented by members of the Chicago Medical So- 
ciety. 

Downstate Counties 

345—Downstate lay organizations requested speakers 
from Educational Committee. These requests came 
from 

Illinois Biology Teachers Association. 

Women’s Clubs. 

Parent Teachers Associations. 

Home Bureau, Household Science, 4H Clubs. 

Farmers Institutes. 

Teachers Institutes—County and District. 

University Clubs. 

Young Mothers Clubs. 

Men’s Service Clubs, Kiwanis, Rotary, Lions, Op- 
timist, etc. 

Churches. 

Y. M. C. A. and Y. W. C. A. 

Business Women’s groups. 

University Fraternities. 

25,000—College, High school, grammar school students 
heard health talks given by physicians from down- 
state. 
Number of speakers scheduled by Educational Com- 
mittee in the 102 counties of Illinois: 
Champaign 
Christian 


Bureau 


Calhoun 
Crawford 


Cumberland 
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Kankakee 
Kendall 


Lawrence 
Lee 
Fayette Livingston 
Ford Logan 
McDonough 
McHenry 
Gallatin 
Greene 
Grundy 
Hamilton 


Madison 
Marion 
Marshall 
Hardin 

Peoria 


Mercer 
Monroe 


Richland 
Rock Island 
St. Clair Stephenson 
Tazewell 
Sangamon 

Schuyler Vermilion 
Scott Wabash . 


Jackson 
Jasper 
Jefferson 
Jersey 

Jo Daviess 
Johnson 


Winnebago 
Woodford 


317—CHICAGO PHYSIANS have been privileged to 
speak over the radio through the Educational Com- 
mittee. 

Manager of Station WJJD tells Committee he will 
gladly give time for occasional talks by physi- 
cians from downstate who may be in Chicago 
and who would be willing to present talks ap- 
proved by the Committee. 

Letters requesting copies of these talks have been 
received from all parts of the United States. 

The Educational Committee has sponsored weekly 
health talks from WGN for four years without 
a single failure to fill each assignment. 

Not one cent has been paid for the use of the 
radio. 

The Young Mother’s Hour, sponsored by the Chi- 
cago Pediatric Society and the Educational Com- 
mittee has received favorable comment from 
President Hoover and others. 


SCIENTIFIC MEETINGS 


80—SCIENTIFIC PROGRAMS arranged for Medical 
Societies. : 

70—Programs given by Chicago physicians. 

10—Presented by physicians from downstate. 
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150—Chicago physicians listed as willing to present sci- 
entific papers before medical societies. 
115—Downstate physicians on this Scientific list. 
SUMMER CLINICS OF CHICAGO MEDICAL SOCIETY 
616—Newspaper announcements released to Illinois ed- 
itors about the Summer Clinics. 


PRESS SERVICE 
11,472—Releases to newspapers of Illinois, Iowa, Mis- 
souri, Kentucky and Indiana. 
5,120—Represent regular health education service in- 
cluding the health column published over the signa- 
ture of the local medical society in about 100 news- 
papers. 18 COMMUNITY NEWSPAPERS of 
Cook County carry this column over the signature of 
the Branch Societies of Chicago Medical Society. 
1,165—Releases about Health Week as proclaimed by 
Governor Emmerson. 
1,942—Releases for County Medical Societies covering 
meetings, immunization campaigns, epidemics, etc. 
216—Adams 231—Madison 
36—Alexander 1€3—Rock Island 
83—Christian 177—Sangamon 
63—Coles Cumberland 44—St. Clair 
15—DeKalb ; 321—Vermilion 
39—Franklin 59—Warren 
7—Henry 53—White 
91—Iroquois 61—Whiteside 
40—Kankakee 76—Will Grundy 
69—LaSalle 17—Winnebago 
71—Cook (re Burial per- 10—Jersey 
mits) 
943—Releases for City medical organizations and mis- 
cellaneous city organizations. 
2—Decatur, re epidemic 
10—Peoria Medical Society 
16—Pekin Woman’s Club 
8—Rockford Physicians Club 
29—Chicago Medical Woman’s Club 
616—Chicago Medical Society Summer Clinics 
20—Chicago Association of Commerce, re Chicago Medical 
Society meetings 
242—Chicago community papers, re Branch meetings 
298—Releases for District Medical Organizations. 
99—Tri-County Medical Society 
110—Southern Illinois Medical Association 
89—9th and 10th Councilor District Meeting 
2,004—Releases, miscellaneous. 
666—Annual meeting Illinois State Medical Society 
666—Young Mothers’ Hour from WJJD 
607—Sheppard-Towner and Jones Cooper Legislation 
65—Correction of defects in pre-school child 


108—HEALTH EDUCATION ARTICLES written 
and approved. 


CONTACTS WITH LAY GROUPS 
Cook County 

The Civic Federation of Chicago—A large and _ in- 
fluential group of business men organized for the 
purpose of furnishing economical protection of the 
public in taxation and other state and govern- 
mental affairs. 

Chicago Y. M. C. A—Letter sent to all Y. M. C. A. 
executive secretaries regarding posting of signs be- 
longing to Public Health Institute. Replies and tele- 
phone calls indicate that signs have been removed or 
not put up. 

Chicago Kiwanis Club—promotion of Boys’ Week. 
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Woman’s Trade Union League—Cancer education pro- 
gram. 

Chicago Commons. 

American Association of University Women—Through 
the Educational Committee a contact was made with 
a branch of the Association which definitely caused 
this group to reverse their action favoring Sheppard- 
Towner type of legislation. 

Chicago Council of Jewish Women. 

Chicago Woman’s Aid. 

Chicago Woman’s Club—many hours spent with them 
in conference relative to cancer education program. 

Boy Scouts. 

Teachers Association—promotion of American Educa- 
tion Week. 

Churches—physicians speaking from pulpits and before 
men’s and women’s organizations in churches. 

Federation of Cook County Women’s Organizations. 

Illinois Society for the Prevention of Blindness. 

Chicago Heart Association. 

Illinois Tuberculosis Association. 

Elks Committee for Crippled Children. 

Woman’s City Club. 

Rotary, Kiwanis, Lions, Optimist and other men’s clubs. 

Parent Teacher Associations. 

County Nursing Staff of Cook County. 

Chicago Dental Society. 

Chicago ‘Health Department—Educational Committee 
gave publicity to the diphtheria immunization cam- 
paign sponsored by Chicago Medical Society and City 
Health Department. Radio talks were given, talks on 
diphtheria scheduled, educational articles released to 
all newspapers in Cook County. 

Articles prepared for Chicago’s Health, Bulletin of the 
City Health Department. 

Speakers suggested for Health Show last spring. 

Medical Woman’s Club. 

Institute for Juvenile Research. 

Medical Schools of Chicago. 

Woman’s Auxiliary to the Chicago Medical Society— 
Educational Committee has been responsible for prac- 
tically all program material of the Auxiliary and for 
sending out literature prepared for the Auxiliary. 

Nursing Service of the Chicago Medical Society—hun- 
dreds of blotters sent out in all mail going from 
Educational Committee office. 

Downstate 

Illinois Federation of Women’s Clubs—Public Health 
Chairman has worked closely with the Educational 
Committee. She has had numerous conferences with 
the Chairman of the Committee, discussing with him 
public health measures affecting the medical profes- 
sion and the public. These problems have later been 
discussed in Committee. 

Illinois Congress of Parents and Teachers—The State 
Chairman of the Summer Round-Up Campaign has 
worked closely with the Educational Committee. Fol- 
lowing her preliminary work last spring, she wrote 
as follows: 

“T do appreciate your fine spirit of helpfulness 
and continued interest and support. If at any time 
you have suggestions to make, please feel free to 
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make them for you are in a position to pass on 
suggestion and I assure you they will be thankfully 
received. We all hope that the follow-up will be 
successful. If you have any promotional ideas for 
encouraging mothers to keep on until the correc- 
tions are made, we will be only too happy to re- 
ceive any help along this line.” 
Signed, Mrs. C. W. Balch, Chicago. 

County Superintendents of Schools. 

Extension Division of University of Illinois. 

County Farmers’ Institutes—Household Science groups. 

Men’s Service organizations—Rotary, Kiwanis, etc. 

Yy. M. C. A. and Y. W. C. A. 

Churches. 

Normal Schools. 

Elks—Crippled Children program. 

Auxiliaries to County Medical Societies—Committee 
has outlined entire course of study and supplied ma- 
terial. 

Illinois State Nurses Association. 

Illinois State Dental Society. 

Illinois Tuberculosis Association. 

State Department of Public Health—All Divisions. 


MISCELLANEOUS 

4,000—Cards representing membership of Chicago Medi- 
cal Society have been filed according to Senatorial 
Districts by the Secretary and her assistant. 

Numerous package Libraries and special material se- 
cured for members of Illinois State Medical Society 
in Cook County and down state. 

Chicago physicians given an opportunity of reaching 
industrial men through noon talks in some large Chi- 
cago factories. 

115—Moving picture films on health subjects secured 
for clubs and schools. 

Educational Committee has had number of requests dur- 
ing last six weeks for material on State Medicine to 
be used by debating teams of colleges—Marquette, 
Michigan; Purdue University, Indiana; University 
of Toledo, Ohio; Bradley College, Macomb Normal, 
Monmouth College, Illinois. We have supplied suit- 
able material to these debaters and reports indicate 
that opposing teams are “knocking State Medicine 
into a cocked hat,” as stated by a Michigan physi- 
cian. 

Educational Committee has given assistance to other 
state societies and cooperated when possible in out- 
lining their educational programs: 

Minnesota—a representative worked in our office 
one week to learn our system. Offered to buy 
our press service. 

New Jersey—sent representative to consult with 
Miss McArthur about our Educational program. 

Iowa—sent secretary to study our work and will 
later send someone to learn more about our 
Speakers Bureau. 

Indiana—Executive Secretary has offered to make 
good use of our package libraries for his speak- 
ers, giving full credit to Illinois State Medical 
Society. 

Kansas—Assistant in office of State Secretary con- 
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sulted Miss McArthur about Press and Speakers 
Service. 

Assistant Director of Medical Service of American 
Child Health Association, New York, visited office 
in November. She had heard of our educational pro- 
gram, wished to learn more about it. 

The Committee has given assistance to Women’s Auxil- 
iaries to American Medical Association, Texas, Cali- 
fornia, Michigan. 

Cook County Physicians’ Club—negro physicians— 
have made good use of Educational Committee and in 
return have cooperated by filling numerous appoint- 
ments in colored schools and churches and before 
colored women’s clubs. 

Thousands of clippings have been received and filed in 
the office of the Committee. Hundreds of magazines 
and periodicals have been clipped and articles filed 
for reference and use by members of the State and 
County societies. 

Reports and letters relative to such subjects as Mini- 
mum Standards for holding Baby Conferences, the 
pre-school examination and periodic health examina- 
tion campaigns, cooperation between medical societies 
and lay groups, etc., have been sent to county secre- 
taries, secretaries of branch societies and others. 
Every effort has been made to keep component socie- 
ties informed of questions and problems arising and 
of progress of our work. : 

Respectfully submitted, 
JEAN McArTHUR. 


A CALL TO ARMS BY THE LEGISLATIVE 
COMMITTEE 

The election has brought forth some very interest- 
ing changes in the complexion of the next General 
Assembly in Illinois. A number of old faces will be 
missed and there is an increasing number of “first 
termers.” It, therefore, behooves each member of the 
Illinois State Medical Society who receives this Bul- 
letin to make an effort to acquaint himself with each 
member from his district, and again reiterate the neces- 
sity of the law-maker holding in abeyance any fixed 
ideas that he may have relative to laws concerning the 
public health. 

Tell him to keep an open mind and not to take 
instructions from either the doctors or the cultists, 
anti-vivisectionists, or any other group that will seek 
his vote, and have the legislator agree that he will lis- 
ten to both sides of any proposed legislation before 
definitely deciding how to cast his vote. 

Your Legislative Committee is busy with a great 
many personal letters to key-men residing in close 
proximity to the different legislators, and we believe 
that with your help we will have a very satisfactory 
organization when the legislature convenes early in 
January, 1931. 

In the “Medical Economics” of the August, 1930, 
issue, we notice a very complimentary article written 
by our good friend, Dr. George B. Lake, editor of 
“Clinical Medicine and Surgery,” which we take the 
liberty to quote in full: 

“If you are among the great majority of physicians 
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who complain loudly against legislation adverse to 
medicine, let this fact register: 

“Not one of the several hundred bills which have 
been introduced in the Illinois Legislature during the 
last fifteen years, whose object was to lower the stand- 
ards of medical practice or sanitary regulations, has 
become a law. This is true because the Illinois State 
Medical Society has a real live lobby and a member- 
ship of men who do something when government in- 
fringement threatens. 

“Listen, further, to this record: 

“Illinois is one of the few states which has a single 
board of examiners for all persons seeking a state 
license to treat the sick. Efforts of the “drugless heal- 
ers” to secure examining boards of their own are null 
and void. 

“The Sheppard-Towner Maternity Bill has been de- 
feated in two different sessions of the Legislature, and 
so have several bills to legalize a $5.00 annual regis- 
tration fee for doctors, needless narcotic regulations, 
compulsory health laws and other measures which 
would add to a physician’s responsibilities and subtract 
from his pocketbook. 

“In one year the society’s up-and-coming Legislative 
Committee knocked out a Sanatology bill, a Chiro- 
practic bill, a Drugless Science act, a bill licensing 
professional correspondence schools, a mail-order op- 
tometry measure, an objectionable narcotic bill, a bill 
to prevent immediate cremation of human bodies, un- 
less death was due to contagious disease, and an anti- 
vivisection bill. 

“What a record! And this represents only the cap- 
sheaves of a large harvest of pernicious and nose-pok- 
ing legislative activities. 

“Lobbies are common these days. All really re- 
cherche business organizations have them. The pesudo- 
religious fanatics are among their staunchest support- 
ers. One of the arch lobbyists in the classic (if not 
always dignified) halls of Congress now wears the 
stately toga of a United States Senator! 

“Why shouldn’t physicians have a lobby, too? The 
answer is that they should; and in Illinois, they have! 

“All bills introduced in the Legislature, which affect 
the practice of medicine or the health of the people, 
are carefully scrutinized by the lynx-eyed guardians of 
the doctor’s welfare, for the presence of “jokers.” 
When one is found it is hauled out into the daylight 
by publishing the facts in the ILL1Inots STATE MEDICAL 
JouRNAL and in other ways, so that the real facts are 
obvious. 

“And then the doctors get busy! Many of them 
know their Assemblymen and State Senator person- 
ally, and they pass the proper word along. Others 
send letters or telegrams, or circulate petitions, so as 
to leave no doubt in the minds of fellows at the State 
Capitol what will happen to them at the next election 
if they permit the chiropractors, sani-practors and 
other denizens of the twilight zone of medicine to warp 
their judgment. 

“These fine fighters for sound and honest Medicine 
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cannot, however, rest upon their laurels. ‘Eternal 
vigilance is the price of liberty.’ The anti-vivisection- 
ists, anti-vaccinationists, chiropractors, and other mis- 
guided and uninformed cults never sleep; and they are 
gluttons for punishment. Knocked cold this year, they 
bob up serenely next year, with plenty of money and 
a herd of protagonists, whose ignorance of facts is 
exceeded only by their vociferousness. The watch-dogs 
of the medical profession, however, are still on guard. 

“What the Illinois State Medical Society has done 
and is doing, through its Legislative Committee, any 
other society can do—or could have done. 

“Tt needs only foresight, co-operation and esprit de 
corps to substitute accomplishments for complaints !” 

Our mailing list for the Legislative Bulletin numbers 
about one thousand. If you know of any physician 
who would be interested in receiving this information, 
we would be glad to add his name to the list, upon 


request. Yours very truly, 
JOHN R. NEAL, M. D.,, 
Chairman Legislative Committee. 
Springfield. 





Correspondence 


PAST, PRESENT AND FUTURE MEN- 
ACES TO THE MEDICAL PROFESSION 


Breoklyn, N. Y., December 15, 1930. 
To the Editor: If I had plenty of money I 
would send a copy of the December, 1930, ILtt- 
NoIs MEDICAL JOURNAL as a Christmas present 
to every doctor in New York State with a per- 
sonal request that he read your analysis “Cur- 
rent Menaces of the Medical Profession” on page 
418, Gilbert K. Chesterton’s interview on page 
393, The California Superior Court’s Decision 
on page 399, and the beautiful tribute to Mother 
Mary Alphonsus (Hawthorne-Lathrop) on page 
406, and feel that I had done these doctors a 
great kindness. I would accompany it with a 
personal letter from me giving them a history of 
New York struggle and hope to awaken a lit- 
tie more enthusiasm here in the Empire state. 
Speaking of state medicine, I have no quarrel 
with necessitous state medicine; it is proper use 
of the police power of the State to safeguard the 
people’s food, drink and medicines from adultera- 
tion and contamination, from source to con- 
sumer; to safeguard the people from epidemic 
infections and contageous disease, from port of 
entry to home; to dispose of animal and vegetable 
waste from sources to innocuous disintegration ; 
to practice medicine in all its branches in the 
care of the sick and unfortunate, in institutions 
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created and maintained by the State for purposes 
of charity and correction. Beyond these reason- 
able limits state medicine becomes socialized 
medicine which is a symptom complex of a dis- 
ease. 

The disease was brought to this country from 
the internationale of Paris (1901) in the per- 
son of a carrier—a Russian doctor who took 
2 job as medical bookkeeper or statistician for 
an insurance company during the incubation 
period which lasted until 1906 when the Amer- 
ican association for labor legislation was or- 
ganized. 

There have been many outbreaks of the dis- 
ease; in 1920 when the Volstead Act was en- 
acted; an abortive attack in 1919-1920 when 
compulsory health insurance with maternity aid 
showed itself; one in 1921 that lasted for seven 
years when the Sheppard-Towner Maternity Bill 
was enacted ; one in 1926 when the Webb-Loomis 
Re-registration Bill found us unprepared for 
treachery within. 

Going back to the year 1919, those who were 
in Albany that year will recall that the distin- 
guished president of our national medical asso- 
ciation, in the uniform of colonel of the Red 
Cross appeared before a committee of the legis- 
lature urging compulsory health insurance with 
maternity aid and its complement. The panel- 
ization of all the agencies of healing, individual 
and corporate, animate and inanimate—down to 
the gasoline that propels the ambulance. 

The ways were greased for launching a ship, 
designed by the American Association for Labor 
Legislation to sail on a sea of taxpayer’s gold. 
Hverything was set—even to the ministerially 
garbed executive secretary of the American As- 
sociation for Labor legislation posing with up- 
lifted bottle of statisticians’ ink to smash on 
the prow as he christens it “Compulsory Health 
Insurance With Maternity Aid.” By the provi- 
dence of God the launching was postponed so 
that we, of Kings County, might have oppor- 
tunity to snap a switch and set off a charge of 
dynamite, in 1920, that blew it to smithereens. 

After that victory, in 1920, the doctors of 
this country (except in Kings County, New 
York), and in Cook County, Illinois, and in IIli- 
nois State Medical Society, through its forceful 
and fearless ILLINOIS MEDICAL JOURNAL), in the 
words of a current song, “gave themselves a pat 
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on the back,” struck an attitude and said, “What 
a big boy am I!” took a nice, long seventh-in- 
ning stretch, rolled over and went to sleep. Not 
so the trinity of unrest, communist and uplifter ; 
they settled down to work and went to New 
Orleans (1920) with the insolent boast, made to 
me at the Hudson County (N. J.) Medical So- 
ciety, that the American Association for Labor 
Legislation would make the American Medical 
Association “come through, clean,” with an en- 
dorsement of compulsory health insurance with 
maternity aid. The guild’s facts and arguments, 
however, had been sent to correspondents in 
every county in this state, the guild’s material 
had also been sent to correspondents in every 
state in the union and the delegates from the 
middle west, en route to New Orleans, informed 
and militant, planned an offensive which put 
the A. M. A. on record at the New Orleans meet- 
ing against compulsory health insurance with 
maternity aid. 
JoHN J. A. O’REILLy, M. D. 





THE PALMER TUBERCULOSIS SANI- 
TARIUM TO EXTEND ITS SPHERE 
OF SERVICE 

Springfield, Ill., December 19, 1930. 
To the Editor: 

The readers of the ILLINoIs MepiIcaL Jour- 
NAL may be interested to know that about Feb- 
ruary Ist we will open a section for persons 
suffering from certain chronic diseases and con- 
valescent from surgery and acute illness in con- 
nection with this institution. The structural 
changes necessary to this expansion of program 
are well under way. The section for non-tuber- 
culous patients will have its own diet kitchen, 
its own recreation quarters and its own gardens 
and terraces, and facilities are provided for 
heliotherapy, physiotherapy and _ occupational 
therapy. 

We have had this expansion in contemplation 
for several years and during that time we have 
received heart and thyroid cases from several 
interested physicians who have expressed satis- 
faction at the results. 

As to the urgent need for facilities of this 
kind and the entire safety and practicability of 
treating non-tuberculous patients in an institu- 
tion of this kind, we have the unqualified en- 
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dorsement of the following physicians who have 
granted the use of their names: Dr. Frank Bill- 
ings, Dr. James A. Brittin, Dr. Joseph A. Capps, 
Dr. James G. Carr, Dr. Charles A. Elliott, Dr. 
G. K. Fenn, Dr. N. C. Gilbert, Dr. Harold E. 
Jones, Dr. Joseph L. Miller, Dr. Harry E. Mock, 
Dr. Wilber E. Post, Dr. Don C. Sutton, Dr. 
Frederick Tice, Dr. George W. Webster, of Chi- 
cago; Dr. Willard Bartlett and Dr. J. Curtis 
Lyter, of St. Louis. 





STATE MEDICINE 
Marquette, Mich., 
December 17, 1930. 


To the Editor: Two weeks ago there was a 
debate at the Northern State Teacher’s College 
of this city on State Medicine. I requested one 
of the boys who was on the side against State 
Medicine to write you for some literature on 
this subject, which you so kindly supplied. Safe 
to say that in this debate State medicine was 


knocked into a cocked hat. I thank you very 


much for the assistance rendered by you. 
As you probably know Senator Cousins has 
appropriated ten million dollars in this State 


for Children’s Clinic. This so-called Cousins’ 
fund is to be used at the rate of seven hundred 
thousand dollars per year for the next twenty 
years. This fund is now constructing a clin- 
ical building in connection with St. Luke’s Hos- 
pital of this city. 

Up to now the Upper Peninsula of Michigan 
has not been invaded by this form of charity 
for the pauperization of our inhabitants. But, 
last March the committee from the Cousins’ 
fund, and Dr. James D. Bruce of Ann Arbor 
who represents the Department of Post Grad- 
uate Medicine of that university travelled 
through this neck of the woods and visited the 
different County Medical societies soliciting the 
support of the medical profession to aid in every 
way possible the ideas and principals of the 
Cousins’ fund. Special meetings were called 
and at no time did they ever give the boys a 
real idea of their plans. It was explained that 
Michigan State Medical Society and the De- 
partment of Medicine of the University were 
supporting the Cousins’ method of doing busi- 
ness. Owing to the fact that this fund was 


being guided by the State Society and the Med- 
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ical Department of Michigan we hoped that 
everything would be done to safeguard the prac- 
titioner of the Upper Peninsula. They also said 
that the medical profession who cooperated in 
these activities would receive no pay for their 
services. 

I repeatedly warned colleagues that the Cou- 
sins’ fund would be equivalent to a Greek gift. 
As you well know that at the siege of Troy the 
Trojans accepted the wooden horse and lost the 
city. 

Last night at the County Medical meeting the 
members are beginning to have their eyes opened 
to the fact that the State Medical Society and 
the University of Michigan would have very 
little influence in the running of this clinic. 
I made a short speech and following my re- 
marks a committee of three were appointed, 
myself as chairman, to formulate a resolution 
indicating how far the medical profession would 
assist them providing that it could be proven 
to us that the clinic would not pauperize the 
people and reduce our fee schedules. (God knows 
that our fees are small enough now.) I will 
have to help formulate the resolutions concern- 
ing the attitude of the Society towards the Cou- 
sins’ fund. I am hoping that you can give me 
some advice based on experience as to how these 
rich men’s hobbies have worked out in your city. 

This resolution will also be forwarded to the 
various secretaries of the Upper Peninsula. 

Your editorials are read and reread by me and 
I want to specially compliment you on the com- 
prehensive scope of your last editorial published 
in the December JouRNAL. 


A. W. Hornsocen, M. D. 





PLAN OF RE-ORGANIZATION OF COOK 
COUNTY HOSPITAL 
Oak Park, Illinois, 
December 15, 1930. 
To the Editor: 

The Chicago Medical Society through its 
Medical Policy Commission is working on a 
plan of reorganization of the medical work at 
the Cook County Hospital which should be of 
interest to the members of the Illinois State 
Society. The Chicago Medical Society is inter- 
ested in this plan for two reasons: first, be- 
cause by the adoption of this plan it is hoped 
to decrease or at any rate to obviate the neces- 
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sity of any increase in the number of hospitals 
rendering free service to the people of Chicago 
and Cook County; second, it is believed that the 
plan will materially improve both undergraduate 
and post-graduate teaching and will lead to a 
creat increase in clinical research with a re- 
sultant elevation of the character of medical 
service furnished to this community. It is for 
the latter reason that we believe that the state 
society will be particularly interested. 

At the present time the medical work at the 
hospital is done by an attending staff appointed 
by civil service examination for a term of six 
vears, assisted by house physicians or internes 
who also are appointed after a civil service ex- 
amination for a period of 18 months. As a 
rule the attending men and internes are assigned 
io a service in about the proportion of two at- 
lending men and a senior and junior interne 
io each 50 patients. 

There is a most excellent pathological depart- 
ment under the charge of Dr. Jaffé, and ade- 
quate departments for x-ray, bio-chemistry, etc., 
so that it is possible to do excellent routine 
work. The routine work is however so extensive 
that it is almost impossible to undertake the 
extra-routine study that is so essential in making 
ihe investigations that are so necessary for clin- 
ical research. It is to provide for such studies 
that the plan is being pushed. 

It is proposed to create five distinct services 
in the hospital, one being assigned to each of the 
Class A medical schools and one to be known 
is the “Open Service” is designed to take care 
of students of any other colleges recognized by 
the State Board of Health and to be a center 
for post-graduate teaching. Each of these serv- 
ices will have from 3-400 patients. 

Certain changes in the medical organization 
are proposed. At the head of each division is to 
be a representative of the school or in the case 
of the open service, some outstanding members 
of the profession, who shall direct the work of 
the division. The attending men are to be ap- 
pointed as at present by civil service examina- 
tion open to all practitioners of the county. The 
candidates are to indicate the division they pre- 
er but if that division is full any who qualify 
may be appointed to another division that may 
not have its list full. Provision is made also 
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for junior consultants, research fellows, and resi- 
dents who shall be paid by the colleges. Stu- 
dents may be assigned as ward clerks to assist 
in the routine work of the ward. No change is 
contemplated in the interne service. 

The deans of the four colleges are in full ac- 
cord with the plan and believe that the necessary 
funds will be available to carry out their end of 
the bargain. They have agreed upon the fol- 
lowing requirements: 


1. Equal quotas of patients for each school. 
The privilege of doing bedside teaching. 
The assignment of students as ward clerks. 
The assignment of research fellows. 
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Assurance that any plan worked out will 
be jaa safeguarded and reasonably perma- 
nent. 

Provision is made for the development of spe- 
cial clinics for certain groups of cases to which 
appropriate cases will be referred irrespective 
of the divisions when the creation of such clinics 
seems advisable. 

The plan proposed will make for an increase 
in the facilities available for clinical work and 
particularly an increase in the personnel which 
is absolutely necessary. It is done too without 
any sacrifice of the facilities available to the 
patients and with no increase in cost to the 
community. It should be productive of valuable 
clinical studies which will be available to the 
physicians of the state. It should furnish in- 
creased facilities for post-graduate study particu- 
larly to the younger men of the state. 

Evuis K. Kerr. 





THE DELINEATOR CALLED TO 
ACCOUNT 


Tup Woman’s AUXILIARY TO THE CHICAGO 
MEDICAL SOCIETY 


December 4, 1930 
Dear Member: 

The following article was sent to us by the 
State Medical Society and we are most desirous 
that every member of The Woman’s Auxiliary 
to Cook County Medical Society act promptly 
thereon. ‘ 

In the September number of The Delineator, 
Celia Caroline Cole presumes to give some sage 
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medical advice, and as treatment “for the puffy 
look around the eyes and lines and wrinkled 
lids,” among other things, she says, “Eye exer- 
cises—spectacles if you have to have them, but 
better take the eye exercises and have a good 
osteopath adjust the nerves in the back of the 
neck and backbone and then dispense with spec- 
tacles.” Further on she says, “Use a nourish- 
ing cream on the lines and a mild astringent on 
the puffiness. Learn to rest your eyes by palm- 
ing, or when you are out in ‘public and can’t 
palm, merely by thinking of lovely things you 
have seen—feel the eyes relax with pleasure-——or 
by thinking of deep, deep, smoky, floating, vel- 
vety black.” 

Think of feeding such tommyrot to sensible 
readers, and imagine, if you can, how idiotic 
this advice appears to many intelligent readers, 
whether they know much about scientific medi- 
cine or not. Just how the proprietors and own- 
ers of The Delineator can square themselves 
after accepting for publication such nonsensical 
stuff, remains to be seen, and it is more difficult 
to understand why The Delineator permits its 
pages to be so prostituted. As a suggestion to 
the members of the Woman’s Auxiliary of the 
American Medical Association, we recommend 
‘that each and every one of them write a letter 
of protest to The Delineator and accompany it 
with the request that The Delineator make suit- 
able amends or cancel the subscription of the 
writer. You can bet a dollar against a punched 
nickel that if even a few hundred members of 
the Woman’s Auxiliary, with their influence in 
Women’s Clubs, attack The Delineator for print- 
ing such untrustworthy information as herein 
quoted, there will be a right-about-face policy 
adopted by the publishers and owners of The 
Delineator. Intelligent people do not want their 
favorite periodicals to be dealing out false, un- 
scientific and untrustworthy articles concerning 
the practices of medical pretenders, and if the 
owners and publishers of The Delineator are 
wise, they will not have a repetition of articles 
such as the one to which we refer. In writing, 
please do not mention the Auxiliary, or any 
woman’s organization. 

Yours very truly, 
Mrs. Gustav KAUFMANN, 


President. 
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THE PRESIDENT MEDICAL WOMAN’S 
CLUB OF CHICAGO URGES THE RE- 
MOVAL OF THE MATERNITY AND 

INFANT WELFARE SUPERVISION 
TO THE UNITED STATES PUB- 
LIC HEALTH SERVICE 


November 21, 1930. 
To the Honorable Herbert Hoover, 
President of These United States, 
Executive Offices, 
Washington, D. C.: 

This message urges the removal of the ma- 
ternity and infant welfare supervision from the 
Children’s Bureau to the Department of Pub- 
lic Health under a U. S. surgeon general. 

These United States have no asset of com- 
parable value to that of the lives and health of 
their peoples and especially of their children. 
Such responsibility as this Bureau assumes 
should be vested in those specially qualified 
through training and experience to accept it, 
not left to flounder about under political and 
lay domination which needless to say is, at best, 
unenlightened, if not wholly selfish. 

Perra M. Dant, M. D., 
President, 
Medical Women’s Club of Chicago. 





REPLY 


THE WHITE Housr, WASHINGTON 
November 22, 1930 
My dear Dr. Dahl: 

This will acknowledge the receipt of your tele- 
gram of November 21, which is being brought to 
the President’s attention. 

Sincerely yours, 
LAWRENCE RICHEY, 
Secretary to the President. 





ALLEGED SUPERIORITY OF NORMAL 
HUMAN SERUM OVER CONVALES- 
CENT SERUM IN POLIO- 
MYELITIS 


W. H. Manwaring, Stanford University, Cali- 
fornia, and Western Medicine, December issue, 
is quoted as follows: 

“Why pay $10 per 100 cc. for convalescent 
human blood, when a more potent, more depend- 
able antipoliomyelitis serum can be prepared 
from normal human blood?. Why rush con- 
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valescent serum by aeroplane to a distant pa- 
tient, when better therapeutic results can be 
produced with the serum or whole blood of any 
adult member of the patient’s family? Why be 
disappointed over failure of routine quarantine 
measures to control this disease, when the causa- 
tive agent is omnipresent in the human environ- 
ment, only an occasional immunological defective 
ever developing symptoms? These are some of 
the unorthodox possibilities suggested by the re- 
cent experimental work of three Chicago physi- 
cians,’ who, for the first time, have applied ac- 
curate quantitative methods to the serologic 
study of this disease. Of course, no final con- 
clusion can be drawn from their data, till their 
alleged evidence is confirmed by other investiga- 
tors, with other virus strains and in other en- 
vironments. Their results, nevertheless, suggest 
a new immunological logic in infantile paralysis 
and offer new hope of its ultimate medical con- 
trol. 

“Dr. Shaughnessy and his collaborators were 
struck by the conflicting clinical reports with 
convalescent poliomyelitis sera, by Dr. Zingher’s 
alleged therapeutic success with an occasional 
normal human serum,” and by the total lack of 
quantitative serological study with adequate con- 
trols. In confirmation of the work of others, 
they found that full strength convalescent serum 
from poliomyelitis cases often, though not invari- 
ably, kills, inactivates or neutralizes poliomyelitis 
virus when mixed with it in equal proportions in 
the test tube. But contrary to previous expecta- 
tions they found that but 40 per cent of these 
sera were of sufficient strength to show any de- 
monstrable viricidal action in dilutions as high as 
1:30, corresponding roughly to the maximum 
practicable therapeutic dose in human medicine. 

“With the sera of normal adults, however, they 
obtained very much better results, 80 per cent 
of them neutralizing the same virus in 1:30 dilu- 
tions. Of course, they did not make the mistake 
of assuming that this test tube titer is an accu- 
rate measure of therapeutic value, but from their 
experimental evidence they did feel justified in 
recommending that ‘clinicians study the value of 
riormal sera, known to neutralize virus (in 
vitro), in the therapeusis of poliomyelitis.’ 





1. Shaughnessy, H. J.; Harmon, P. H., and Gordon, F. B. 
Neutralization of the Virus of Poliomyelitis by Human 
Sera. Proc. Soc. Exper. Biol. and Med. 27, 742. May, 1930. 

2. Zingher, A. J. A. M. A., 68, 817. 1917. 
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“Of equal interest is their observation that 
none of their sera of normal infants under two 
years of age showed any viricidal action whatso- 
ever in dilutions higher than 1:2 while 90 per 
cent of the sera of insusceptible family contacts 
and of unexposed children over two years of age 
neutralized this virus in dilutions as high as 
1:30. Apparently there is, in the environments 
studied by them, some omnipresent specific or 
relatively specific factor causing mass immuniza- 
tion of children before the beginning of the third 
year. Similar, though less rapid, mass immuni- 
zations are, of course, well known in diphtheria 
and scarlet fever. 


“Their work further suggests that the children 
who develop poliomyelitis are to a large extent 
immunologically defective, since but 30 per cent 
of them are able to develop permanent high titer 
viricidal antibodies. Among the insusceptible 
contacts and apparently unexposed normal chil- 
dren 90 per cent develop this high-titer humoral 
defense. Of course, this conclusion is invalid if 
it can be shown that the humoral viricide is not 
the sole or essential factor in antipoliomyelitis 
immunity.” : 





REACTION TO ANTIMENINGOCOCCUS 
SERUM 


During several quarantine periods for epidemic cere- 
brospinal meningitis at Maliola Island, Honolulu, T. H., 
Arthur Duryea, Honolulu, T. H., (Journal A. M. A., 
Nov. 22, 1930), says that early diagnosis and prompt 
treatment proved the most effective agent in obtaining 
a low mortality rate (14 per cent). Quarantine condi- 
tions were such that it was possible to isolate and 
treat patients in the very earliest hours of the disease. 
It was decided that any patient with the following signs 
and symptoms should have a diagnostic spinal tap and 
prophylactic administration of antimeningococcus 
serum: (1) headache; (2) fever (over 38 C., or 100.4 
F.) with no obvious cause; (3) either a positive Oppen- 
heim reflex or Gordon reflex. In many of the cases 
tapping was done so early in the disease that clear 
spinal fluid under increased pressure was found on the 
initial tap, but with no abnormality of chemistry or 
cell count. On subsequent examinations a high cell 
count, absent sugar, positive globulin and characteristic 
organisms were found. In some cases several days 
elapsed before organisms were found either by culture 
or by direct smear. It seemed necessary, therefore, to 
ascertain the response of normal individuals to the 
intraspinal administration of antimeningococcus serum. 
Two normal healthy men who had not been exposed 
to epidemic cerebrospinal meningitis were selected as 
controls. Twenty cubic centimeters of spinal fluid was 
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withdrawn by cisternal puncture and replaced by 20 cc. 
of a concentrated serum preparation. Subsequently six 
cisternal and lumbar punctures were done, and fluid 
removed for examination only. In Duryea’s epidemic 
cerebrospinal meningitis cases the response of the spinal 
fluid differs only in the. continued presence of sugar in 
normal, or greater than normal, amounts, and in the 
absence of bacteria. 





ALLERGY AND THE ACID-BASE BALANCE 


Harry Beckman, Milwaukee (Journal A. M. A., Nov. 
22, 1930), discusses the underlying metabolic dyscrasia 
and the potential alkalosis as a causative factor. He 
gives the factors involved: Diabetes mellitus, starva- 
tion, pregnancy, acute infectious diseases, sea voyage, 
sojourning at high altitude, asthma in the young, gas- 
tric acidity and allergy, calcium therapy, whiskey and 
acetylsalicylic acid and mineral acid therapy. He also 
gives suggestions for future study. He concludes that 
thorough chemical and physical studies of the blood 
and urine should be made in the large allergy services, 
with the object of determining the effect of all types of 
therapy, including desensitization, on the acid-base bal- 
ance. Ketogenic feeding should be instituted in a care- 
fully controlled series of asthma and hay-fever cases. 
A study of acid therapy should be undertaken on a large 
scale. Perhaps the best agents to use will be found 
to be U. S. P. dilute hydrochloric acid in large doses, 
ammonium chloride or sodium acid phosphate. I see 
no reason why nitrohydrochloric acid should be in any 
way superior to these more familiar substances. In 
any case the patients should be urged to eat freely of 
meats, fats and cereals, while green vegetables and 
fruits should be strictly forbidden because of their alka- 
line ash. The effect on allergy of all other acidotic 
states, such as that occurring during exercise and as 
a part of the picture in severe chronic nephritis and 
in acute diarrhea, should be studied. 





PNEUMOCOCCUS TYPE I PNEUMONIA 


A series of 3,662 cases of pneumococcus pneumonia 
in adults and 271 cases in children have been studied 
clinically and bacteriologically by Russell L. Cecil and 
Norman Plummer, New York (Journal A. M. A., Nov. 


22, 1930). Of this series 1,161 cases were type I 
infections and form the basis of this study. Type I 
pneumonia is considered as a definite clinical entity; it 
usually runs a typical course, terminates by crisis, and 
has a high incidence of complications. Type I pneu- 
monia is the most prevalent of all the types, constitut- 
ing approximately one-third of all adult lobar pneu- 
monia treated in Bellevue Hospital. It is quite rare 
in infants under 3 years of age, but is particularly 
prevalent in young adults. The mortality rate in 412 
patients receiving no serum is 28.2 per cent. For rea- 
sons not entirely evident the death rate for type I 
pneumonia in Bellevue Hospital has shown a steady 
increase since 1921-1922, when it was 20 per cent, to 
1928-1929, when it was 42.8 per cent. The death rate 
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for septic type I patients without serum is 66.7 per cent. 
The evidence in support of the therapeutic value of 
type I serum is presented from an experimental and 
clinical standpoint. In a series of 171 cases treated 
with Huntoon’s antibody solution, as compared with an 
equal number of control cases, the efficacy of the solu- 
tion is shown by a marked reduction in mortality rate. 
The disadvantages of this preparation are indicated. 
Felton’s concentrated antipneumococcus serum is de- 
scribed and evidence is presented to show that it is 
often more than ten times as potent as unconcentrated 
preparations. A series of 239 cases of type I pneu- 
monia treated with Felton’s serum shows a death rate 
of 20 per cent, as compared with a mortality rate of 
31 per cent in a control series of 234 untreated cases. 
There is a further reduction in death rate to 11.7 per 
cent in cases treated within seventy-two hours after 
onset. Type I serum is no longer in the experimental 
stage. When administered early and in adequate 
dosage, the clinical results are striking. The present 
study demonstrates that concentrated serum possesses 
all the therapeutic value of the unconcentrated prepara- 
tion. Furthermore, concentrated serum has a much 
higher potency and a lower content of chill-producing 
substances and horse serum proteins which make it 
more easily administered, and less frequently followed 
by chills, serum reactions and serum sickness. 





CONCERNING THE CLINICAL  SIGNIFI- 
CANCE OF THE SO-CALLED HEART HOR- 
MONE PREPARATION.—Max Winternitz. (Med. 
Klin,, 25 :1218, 1929.) 

According to the observations in the clinic of Pro- 
fessor R, Schmidt it was shown that cardiac hormone 
extracted from the ox heart according to Haberlandt 
is effective in anginoid symptoms as well as in the 
attack, prophylactically. According to the indication 
of the patients treated, nitrite is incorporated for the 
permanence of the effect and prophylactically. The 
action apparently takes effect by means of dilation of 
the coronary blood vessels, which is more lasting than 
that of nitrite. The Zuelzer and the Haberlandt prep- 
arations do not exercise these effects which the clini- 
cians have deretmined to consider as heart hormone. 


——_——_ 


CONCERNING THE EFFECT OF THYROXIN 
ON THE IODIN CONTENT OF THE BLOOD IN 
MYXEDEMA PATIENTS.—B. Eisler and A. Schit- 
tenhelm. (Zeitschr. ges. exp. Med., 68 :487, 1929.) 

The iodin content of the blood in myxedema is very 
much decreased. Thyroxin is effective in increasing 
the iodin content of the blood and the basal metabolism. 
The iodin content of the blood rises to values above 
onrmal as soon as the thyroxin effect sets in and in 
spite of continued thyroxin dosage falls to roughly 
normal values. There is no parallel between basal 
metabolism and iodin content of the blood in myxedema 
patients during the administration of thyroxin. The 
iodin concentration of the blood of normal persons is 
not increased after prolonged application of thyroxin. 
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SULPHUR IN THE FEVER TREATMENT 
OF PARESIS* 


CHARLES F, Reap, M. D. 
ELGIN, ILL. 


The literature of the treatment of paresis has 
become in the last four years little more than a 
recital of varied experiences with fever produc- 
ing agents. Reports upon malaria treatment 
compose at least four-fifths of the long list, to- 
vether with occasional articles upon the use of 
typhoid vaccine, sodoku, relapsing fever, sapro- 
yitan (a saprophitic bacterium obtained from 
milk), anti-chancroidal vaccine, trench fever, 
tuberculin, diathermy, hot air, and hot baths. 

All methods involving febrile reactions seem 
io have produced results worthy of record. Al- 
ready the statistics of malaria therapy have at- 
tained huge proportions. Thus in 1928 West- 
phal and Back? tabulated 1,568 cases treated in 
seven of the larger European clinics, including 
their own at Bonn, with percentages of those 
returned to work “with slight psychic disturb- 
ance” averaging 21.4; of those capable of work, 
‘hough with defect, about 20 per cent.; and of 
those made worse, or who died, running from 
{0 to 23 per cent. At Bonn, of 100 cases re- 
ported one and a half to three years after treat- 
ment, 13 were still in good remission, 18 in par- 
tial remission, and 30 slightly improved. Six- 
teen were not influenced by treatment and 23 


*Read at Meeting of Illinois State Medical Society, May 
21, 1930. 
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were worse or had died. These authors view 
with regret their somewhat meager results as 
compared with reports of 50 per cent of good 
remissions (Sioli), 52.5 per cent. (Kirschbaum), 
33 per cent. (Gerstman), and 33 per cent. in the 
Munich clinic. They are cheered, however, by 
the figures of others ranging only from 12.7 
to 17 per cent. of good remissions. 

Vallejo Nagera’s compilation of 43 authors 
(quoted by Prussak”) averages 29.6 per cent. of 
complete remissions and 25.3 per cent. incom- 
plete out of 5,000 cases in all. Bunker and 
Kirby*, reviewing results in 156 patients treated 
from one-half to four years previously, found 
33.3 per cent. still in remission and 17.3 per 
cent. still showing marked improvement. They 
quote statistics of 1,004 untreated cases at Man- 
hattan State Hospital (1911-18) showing but 
3.5 per cent. of spontaneous remissions (Ray- 
nor). 

The writer, with H. Paskind,* reported sev- 
eral years ago a series of something over fifty 
cases treated with malaria at a state hospital 
(Elgin) with 19 per cent. of good remissions 
obtained during treatment or shortly thereafter. 
Later follow-up was impracticable. 

Unfortunately, however, injoculated malaria 
has a death rate of about 10 per cent. (12.2 per 
cent. according to Bunker and Kirby), and to 
get away from this as well as the uncertainty 
and inconvenience of obtainig an infective agent 
when required, other means of producing febrile 
reaction have been sought—notably by the in- 
travenous injection of typhoid vaccines. In 1927 
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Drs. Kunde, Hall and Gerty® reported the re- 
storation of 21 out of 49 patients treated in this 
manner at the Cook County Psychopathic Hos- 
pital, since when many others have confirmed 
their observations. Technically this is a much 
neater therapeutic expedient than malarial in- 
fection, but shares with the latter some of its 
disadvantages such as severe chills, marked low- 
ering of blood pressure at times, and sudden rise 
and fall of temperature. 

Various methods of producing infective fever 
as above mentioned have been tried out without 
gaining popularity because of one drawback or 
another. Of late some very interesting work 
with diathermy has been reported by Neyman® 
and others with outstanding results according 
to these authors. It is a clever physical expedi- 
ent having the outstanding merit of producing 
a temperature rise without chill and entirely 
under the operator’s control, but it requires an 
expensive and rather cumbersome apparatus, to- 
gether with constant skillful technical attention 
during administration. 

If, then, as the majority of writers agree, there 
is nothing specific in any one form of fever 


therapy the search for other methods of pro- 
ducing temperature reactions may well continue 
with the hope of discovering safe, convenient 
and reliable means which may be applied when 


expedient. Thus in the summer of 1929 the 
writer came upon the reports of Marcus and 
Kallman’ concerning the injection of sulphur in 
olive oil after the method of Knud Schroeder, 
marked improvement being claimed in 41 per 
cent. of cases treated. Schroeder of Denmark,*® 
basing his work upon that of Meyer-Bisch® in 
arthritis deformans (derived in turn from the 
practice of Borg and others from 1911 on), be- 
gan the treatment of paresis in 1924 and re- 
ports a patient treated in that year still at work 
in full remission. 

Schroeder made various reports in 1928, 728 
and ’29, and reviews his results to date in the 
Lancet (London) of November 23, 1929. Up 
to that time he had treated some twelve patients 
with intramuscular injections of a one per cent. 
suspension of sulphur in olive oil, administered 
twice weekly for five weeks in two or three 
courses interrupted by rest periods of two weeks. 
Four of the twelve cases had maintained com- 


plete remissions. He felt that this method of 
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inducing fever was of value because it was in- 
nocuous, controllable, readily available and easily 
regulated according to reactive idiosyncrasies. 
Schroeder cites a few others who have used 
this method abroad and in South America with 
alleged success, and further relates encouraging 
results obtained in cerebro-spinal lues, tertiary 
lesions, and recent infections, all without coin- 
cident specific treatment. He does not consider 
a certain height of temperature to be necessary 
to good results, and rather leans toward the con- 
ception of a specific reaction, agreeing with 
Meyer-Bisch that the local tissue disintegration 
at the site of injection may result in the forma- 
tion of sulphur-albumin combinations which are 
absorbed and act systemically. 

Since no work along this line had been re- 
ported in the English literature, and but little 
abroad, and because protein shock seemed to be 
excluded (?) permission was obtained to treat 
a few patients at Cook County Psychopathic 
Hospital—with the consent of their relatives. 
Work was begun in October, 1929, and con- 
tinued upon a small scale until very recently 
with never more than four patients under treat- 
ment at one time. ; 

It is fully realized that the number of cases 
presented—only 14 in all—is too small to have 
statistical value, especially since the time elapsed 
since the first cases were dismissed is short. The 
interest of this report, if any, lies in the fact 
that results closely approximating those of other 
fever therapies have been obtained, for the time 
being at least, with a very simple procedure the 
exact mechanism of which is not itself at all 
simple. 

The patients treated have been males, where 
permission could be obtained and where the diag- 
nosis of paresis seemed assured by the history, 
physical findings, mental attitude and spinal 
fluid findings. In all cases the resident phy- 
sician and interne agreed in the diagnosis. In- 
jections were made between seven and eight in 
the evening so that the temperature might be 
recorded by the day force of nurses. The slides 
(see cuts) present the type of reactions obtained. 
dosage, etc. 

Injections were first made into the glutei but 
later into the abductors of the thigh where ab- 
sorption is better. Ten c.c. is the maximum 
amount of the oil suspension that can be com- 
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fortably injected, eight is a better limit. The 
first dose varies from one to two c.c. according 
to the weight of the subject and subsequent 
amounts are based upon the extent of the succes- 
sive febrile reactions, quite as in typhoid vac- 
cine therapy. When the dosage of 1 per cent. 
suspension becomes too bulky a 2 per cent. may 
be substituted for a time. Fever begins to de- 
velop ten to twelve hours after injection, rises 
to its greatest height—-103-105.5—in another 
four hours. Usually it descends rather rapidly 
for a time and then more slowly, although long 
continued reactions—even up to 24 hours are 
not uncommon with large dosages. Chills oc- 
curred in only one case; headache is absent. A 
local reaction at the site of injection develops 
along with the féver and induration persists for 
a day or two. Soreness is complained of but 
abscess never develops. 

The white cell count runs from 20,000 to as 
high as 40,000, subsiding with the fever. Blood 
pressure, systolic and diastolic, is often lowered 
but never so as to be a cause for anxiety. The 
blood chemistry in a few cases examined showed 
nothing of note. Hemoglobin and red cell count 


are not as a rule materially reduced and loss of 


weight is very moderate. Serological findings 
have not thus far been materially changed. 

Thus far only fourteen patients have been 
treated. Obviously this number is too small and 
the time too short for one to draw more than 
tentative conclusions from the results obtained. 
The present impression of the writer—whose 
experience extends over many years with various 
types of treatment—runs as follows: Eleven 
of the fourteen have shown marked improve- 
ment and of these eleven six appear to be in 
complete. remission. Two more—of the 
eleven improved — may very possibly make a 
complete remission,* and the remaining three, 
though much better are probably hopeless so far 
as social readjustment is concerned. Three pa- 
tients have shown no improvement whatever. 
On account of poor home conditions all but 
three have been sent to state hospitals for the 
follow-up arsenical treatment — tryparsamide 
where not contra-indicated. 

Thus far the writer is satisfied that the re- 
sults above stated compare favorably with those 


*Dec. 18, 1930. Both have in fact made complete remissions 
since the above. 
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obtained in his experience with malaria and try- 
parsamide therapy, and that sulphur may eventu- 
ally find a place in the fever treatment of paresis. 
Its use is especially recommended in cases not 
thought suitable for malarial or typhoid vaccine 
therapy, or where the malarial infection must 
be stopped for one reason or another before 
enough febrile rises have occurred, or when the 
infecting organisms can not be obtained. It is 
hoped that others may try out and report upon 
a procedure which seems to be so simple, safe 
and readily available, and at the same time pro- 
ductive of excellent results. 


Grateful acknowledgment is due the medical 
superintendent and staff of the Psychopathic 
hospital for permission to carry on this work, 
to the Abbott Laboratories} for their kind co- 
operation in furnishing the therapeutic agent, 
and to a number of Cook County Hospital in- 
ternes who have materially helped to make this 
investigation possible. 
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DISCUSSION 


Dr. George Michell, Peoria: It is always gratifying 
to hear of advances in treatment, and particularly so 
in a disease which only yesterday was considered to be 
hopeless. I think in the hands of most of the men who 
treat paresis, the treatment by production of high tem- 
perature has been as satisfactory if not more so than any 
other treatment. I have found the malaria treatment 
the best. We have tried most of the others, and the 
fact that Dr. Read and his colleagues are working on 
a simpler treatment of this character is, as I say, very 
gratifying. The others are, as Dr. Read pointed out, 
very complicated, and I think the reaction with ratbite 
fever is severe, though I have had no fatalities. I 
would take it that the sulphur in itself has no particular 
efficiency. Someone has asked how sulphur could help 
a dementia paralytica. I think it might be well to 
get an idea of how the tryparsamid would act follow- 
ing the treatment. We are certainly indebted to Dr. 
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Read and to his colleagues for producing a treatment 
which can be handled by anyone without hospitalization 
and which will probably get some results in many 
cases. 

Dr. Frank P. Norbury, Jacksonville: The study 
of paresis has always been interesting to those con- 
cerned in its treatment and the social problems that 
it precipitates. I am not pessimistic as to the benefits 
of treatment, but rather optimistic. I heard over forty 
years ago the same enthusiasm about its treatment as 
noted here today. Then it was by the use of hypo- 
dermic injections of bichlorid of mercury. Since that 
time we have had at frequent intervals suggested 
treatments that contribute to the arrest of this disease. 
I am not so optimistic as to the possibilities of cure. 
I have known remissions to occur that lasted over seven 
years. I have three cases under observation now with 
prolonged remissions, one of whom has gone over five 
years without treatment and is still in remission. I 
am not saying. that to discourage treatment. Paresis 
is paresis and when once established has no very 
promising future. The types are so varied that we 
have to consider other things than the essential path- 
ology. As an example: the type of the individual hav- 
ing the disease and the very varied contributing factors, 
sociologic as well as physical, are part of the problem. 
I think if one reads Warthin’s story of syphilis one 
will not be so enthusiastic about the possibility of cure, 
but we still may hope to have relief if treatment is 
instituted early enough. I see no reason why we should 
not accept any method of treatment that will bring 
about a remission. 

Dr. Charles F. Read, Chicago (closing): Regard- 
ing the specificity of sulphur, I can only say that it has 
been used in tertiary cases and found to be apparently 
of real specific value. Of course, we feel that the 
principal value is in the febrile reaction. Regarding 
tryparsamid, I have treated many cases. I have great 
faith in it, but I am afraid of injuring the optic nerve. 
No matter how fever is produced, the case must be 
treated with arsenicals and bismuth following this 
therapy. I am not an enthusiast. I have not been 
working as long as Dr. Norbury has, but I have been 
working a good many years, and I have never seen 
anything to compare with fever treatment in my ex- 
perience. 

When we compare 3 per cent. or a little over with 
3344 per cent of remissions following fever therapy, 
there is no doubt but that something is being done 
for these patients. Many of these spontaneous remis- 
sions cited by Dr. Norbury may have occurred follow- 
ing pneumonia or intercurrent infection in which the 
patient ran a fever for some time and as a result of 
that fever the remission occurred. I am using the 
term remission not “cure,” although I have known cases 
that continued well for many years following trypar- 
samid. Some of our sulphur patients were of the stupid 
type, but even they improved tremendously, one to full 
remission and one almost so. 5 
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ST. VINCENT’S INFANT AND MATER- 
NITY HOSPITAL; ITS PAST AND 
FUTURE 
Maurice Lamm Buarr, M. D., Sc.D. 
CHICAGO 


For fifty years St. Vincent’s Infant and Ma- 
ternity Hospital has stood with open doors, a 
haven of refuge for that most troubled of souls— 
the unmarried expectant mother, be she well- 
to-do, in moderate circumstances, or of uncertain 
means. It stands, too, ready to accept that most 
blamelessly needy and helpless of human lives— 
the foundling and the unwanted baby. 

On the eve of its semi-centennial, a 10-story 
building, occupying a block on North La Salle 
Street from Huron to Superior Streets, has just 
been completed. In construction and in design 
it represents all that is newest and most efficient 
in obstetrical and pediatric equipment. It is on 
a par with any one of the choice institutions of 
the wealthy in all the essentials of modern scien- 
tific care, and it is a fitting tribute to the selfless 
service of those who for fifty years have devoted 
their lives and their talents to this important 
cause. 

In this building, one floor is entirely devoted 
to married mothers. In common with the other 
cbstetrical floors, it has its own nursery. Pri- 
vate rooms, two bed wards and four bed wards 
are available for the use of any reputable physi- 
cian in the state. He will have, in this institu- 
tion, every advantage any large, well organized 
obstetrical department offers. The fee charged 
his patients will be moderate. 

To St. Vincent’s may come the young unmar- 
ried girl who is to have a baby, and whose morale 
is being undermined in her home environment. 
She will receive every care; she will have sani- 
tary and cheerful surroundings. She will be 
under careful obstetrical prenatal observation. 
The obstetrician who will deliver her is a special- 
ist in his field, and the care of her child will be 
under the supervision of recognized pediatricians. 
As soon as she is physically able, she will be 
given an opportunity to learn how to take care 
of her child, if she chooses to take it home. And, 
should circumstances be such as to make it ad- 
visable to leave the child in care of the institu- 
tion, she will have the satisfaction of knowing 
it will receive the best of pediatric attention 
while there. She will be assured that in all 
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probability it will eventually be taken into the 
home of some childless couple, who will bring 
it up as their own. 

There are no barriers at St. Vincent’s, either 
of color or creed. All may come who need its 
services, whether they can pay or not. The ideal 
of the institution is to provide care for any ex- 
pectant mother who needs it, and to give her 
child its birthright of an opportunity in life. 

The history of the institution goes back 
through fifty years of service. It was incor- 
porated in 1881, with its headquarters for 
the first six months in a little frame house on 
(rleans Street, where four sisters of St. Vincent 
de Paul cared for forty infants and children. 
By the end of that time, John Carroll, through- 
out his life a generous patron of this institution, 
had offered it the second floor of his residence 
at Orleans and Superior Streets. St. Vincent’s 
needed the room, for it already found itself a 
maternity hospital, principally for unfortunate 
women. It had a ward for twenty women, and 
seven private rooms for those who desired such 
accommodations. After several years, it moved 
again, this time to Superior and La Salle 
Streets, on part of the site of the present build- 
ing. 

The accomplishment in these quarters was 
almost beyond belief. An average of 1,000 
infants and children was taken care of yearly, 
over a period of almost fifty years! Many of 
these babies, from thirty to fifty per cent. of 
them, have been placed in private homes for 
adoption. This means that the infant was given 
every care and treatment necessary to make it 
a healthy happy baby, desirable to the couple 
adopting it, and that the foster parents, too, 
were subjected to thorough investigation before 
the infant was intrusted to them. 

So carefully, in fact, are the character and 
environment of prospective foster parents inves- 
tigated, that it is a matter of record that of all 
the babies so adopted, there has not been a 
single case of delinquency in over fifteen years! 

St. Vincent’s is the official harbor for 
“doorstep” babies. To it are brought all the 
foundlings turned over to the police. The public 
generally associates it with this activity, and 
knows little of the valuable medical and scientific 
care given the babies, the obstetrial treatment 
of prospective mothers, the training of these 
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mothers to care for their children, the domestic 
science school for the mothers, the recreational 
activities, and its many other constructive rami- 
fications. 

It is difficult not to be enthusiastic about the 
new building. The structure is simple in line, 
of the colonial period, with a face brick exterior, 
and cut stone trim. Its location is ideal—fifteen 
minutes from Lincoln Park, fifteen minutes from 
the Art Institute, ten minutes from Lake Michi- 
gan and the Gold Coast. And its equipment 
and facilities are of a character and scope to fur- 
nish immediate and dependable professional care 
in obstetrical and pediatric cases. 

The building is integral, but divided into three 
parts—the main building, the kitchen and serv- 
ice wing, and the chapel and recreation rooms 
wing—and these are flanked by a wing housing 
the boilers, the laundry, and the garage. There 
is an oil-heating system, with two 4,000-gallon 
storage tanks. 

Every part of the building is flooded with day- 
light, and the windows are arranged to assure 
excellent cross ventilation. There are receiving 
wards and emergency rooms, with quarters for 
observation, sequestration, and isolation. There 
are administration offices, including individual 
consultation rooms, where the troubled expect- 
ant mother will be assured of privacy. There are 
bright, pleasant living quarters for those await- 
ing delivery. After her child is born the mother 
may remain until she has recovered and has 
completed plans for her future. There are a 
large number of small wards, all of them bright 
and cheerful, and each with individual lavatory 
and toilet facilities. There are a number of pri- 
vate rooms, each with two windows and indi- 
vidual sanitary facilities, which may be had 
for as little as $3.50 a day. 

One floor is for children from one to five, and 
includes nurseries, sleeping rooms, ete. The 
nurseries and play rooms are beautifully tiled in 
colors. Nursery rhyme characters which chil- 
dren love, form a decorative frieze. Another 
floor is for infants up to one year, with com- 
plementary service and bath rooms. There are 
quarters for the Sisters of St. Vincent de Paul 
and for the nurses, as well as for two resident 
physicians. 

The rooms are equipped-with Hall metal beds, 
Zalnite top bed tables, well constructed chairs; 
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in fact, the furnishings throughout are of the 
highest standard. 

There is a standard laboratory equipped to do 
complete clinical laboratory work. 

The roof has a solarium and an open play 
space for children, with a wading pool, sand 
boxes, and other diversions. 

The delivery rooms have every modern facility, 
and there is a special room for Cesarean cases. 

The building has a capacity of 500, tentatively 
apportioned for 100 expectant mothers unable to 
pay, 100 paying whatever they can, 200 infants 
and children, and 100 nurses and sisters. 

Service facilities adequate to care for capacity 
occupancy are among the finest in the city. There 
are enormous kitchens, with windows on three 
sides and a skylight, the walls and ceilings lined 
in glazed white tile. The equipment is electrical 
throughout, and so efficient that only four per- 
sons are required to run it. Table and cabinet 
tops are of monel metal, and steam cookers and 
ranges are of the latest pattern. There are three 
departments jn the kitchen—the milk, the diet, 
and the vegetable division, and a service depart- 
ment from which trays are carried by an elec- 
tric lift, with heating and refrigerating provi- 
sions, to the respective floors. 

The old policemen like to tell that when they 
brought their “doorstep” babies to St. Vincent’s 
they looked for the building by its beacon of rows 
of diapers waving in the breeze. Now the 
laundry is equipped to wash, sterilize, and dry 
three thousand diapers a day, in addition to the 
other laundry work, including infants’ wear, 
linens, uniforms, and many other items. There 
is an auxiliary laundry in the basement to handle 
the overflow work, where the soiled things are 
received direct by chutes from the various floors. 

The boiler rooms are equipped with two large 
boilers, five vacuum pumps, filters and water 
softeners. There are two 4,000-gallon tanks for 
hot water. There is ice-making machinery for 
a cooled filtered water system, for ice cream 
freezers, and all other purposes. 

A school for infant nurses is maintained, giv- 
ing one year’s intensive training in the care and 
feeding, as well as the dressing and training of 
infants, with a regular course of lectures by the 
resident and staff physicians. This training in- 
ciudes full maintenance and qualifies the student 
for a position as infant nurse. A high school 








January, 1931 





education is required, as well as character refer- 
ences. There is always a waiting list in this 
department. 

Every baby brought to St. Vincent’s comes at 
once under pediatric supervision. A Wasser- 
mann is taken, a Schick is done, nose and throat 
cultures and vaginal smears are made, and not 
until satisfactory reports are obtained, is the baby 
released from quarantine. A detailed daily medi- 
cal record is kept on each infant, which is read 
and checked by the attending physicians, who 
then prescribe corrective diet and treatment in 
accordance with the case. 

For the unfortunate expectant mother and also 
for the mother who has had her confinement, but 
who has nowhere to go and is being taken care 
of at St. Vincent’s, occupational therapy is be- 
ing constructively developed. The women do 
whatever work they are able, in the laundry, the 
kitchen, the nurseries, and elsewhere, but they 
do no hard manual labor, nor any work beyond 
their physical strength as indicated by their 
medical condition. Most of these mothers know 
little about domestic science or other occupa- 
tions. Classes for instruction in domestic science 
are organized under competent teachers. 

Programs are provided for the patients’ enter- 
tainment and recreation ; singfests, charades, and 
other diversions being constantly planned, in 
which they take part. For everything possible is 
done to maintain a cheerful, optimistic atmos- 
phere, and in cases where self respect has been 
lost to restore it and develop any latent talent. 
The future welfare of these mothers is dependent 
upon this mental hygiene. 

St. Vincent’s Infant and Maternity Hospital 
is operated by the Sisters of St. Vincent de Paul. 
The Sister Superior is Sister Camilla, a regis- 
tered nurse, who was for many years the Mother 
Superior of St. Joseph’s Hospital, Chicago. The 
entire staff is thoroughly qualified for the work 
they do, and the institution is managed with: 
modern efficiency. 

Dr. L. Wade Martin is Chief of Obstetrics. 
and the writer of this article is assisted by two 
pediatricians, Dr. Jos. Greengard and Dr. 
Maurice Snyder, who devote a great deal of their 
time to the development of these babies, many of 
whom have a very meager start in life. Drs. A. 
A. Hayden and Edgar Connelly, eye, ear, nose 
and throat specialists, also pay regular visits to 
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the institution. Dr. Herbert R. Rattner is the 
consultant on skin diseases. There are two resi- 
dent physicians who devote their entire time to 
the needs of the institution, one on the obstetri- 
cal, and the other on the pediatric service. 

St. Vincent’s has a record of growth and ac- 
complishment over a period of fifty years in its 
particular field not equalled by any other institu- 
tion in this locality. And with its new and 
enlarged facilities it promises to be of even 
greater service from now on than it has been 
in the past. 





FREQUENCY OF ATYPICAL SURGICAL 
MASTOIDITIS IN CHILDREN 


M. H. Corrie, M. D. 
CHICAGO 


Last year I presented before this section a re- 
port of two groups of patients with mastoid 
pathology in which the diagnosis was not made 
until after death. One group was associated 
with intestinal intoxication in infants and the 
other group consisted of children of all ages who 
did or did not have other disease than the 
undiagnosed mastoiditis. As aids in studying 
such cases I suggested the use of paralletic dis- 
placement and the electric otoscope—Paracente- 
sis not simple in infants. This paper deals with 
53 consecutive clinical and private patients who 
were operated on for mastoiditis, in whom def- 
inite pus, necrosis of bone, and granulation tissue 
were found. 

Those presenting complications and _ three 
who died are not included in this analysis. The 
question raised by the study of these children is 
“what in them is a typical simpie surgical mas- 
toiditis ?” 

The overwhelming literature on this subject 
almost forbids further discussion. Dr. G. W. 
oot answers this question as follows: 

1. Running ear for two weeks or more. 


2. Tenderness of mastoid lasting 5 days or 
more, 

3. Fever. 

1. Leucocytosis. 

5. Sagging of upper posterior canal wall. 

6. Loss of post auricular angle. 

Dr. C. Schott, Pediatrician, of Chicago, con- 


*Read before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Society, May 20, 1930. 
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siders the following in estimating a mastoid dis- 
ease : 

1. High septic temperature not affected by 
drainage which may be profuse, over-profuse, or 
scant. The fall of the temperature is not ex- 
treme in an uncomplicated case. 

2. Appreciable sagging of roof of canal with 
bogginess of sides. Obliteration of all normal 
landmarks. 

3. Tenderness over any portion of mastoid. 

4, Rising blood count up to 30,000 or more 
with lowering of hemoglobin percentage. 

5. More or less pain in mastoid or temporal 
regions radiating anteriorly or posteriorly. 

6. Drowsiness regardless of height of tem- 
perature. 

%. Severe pain on manipulation of ear. 

8. Postauricular edema or swelling. 

9. Completion of clinical picture in 36 to 48 
hours. 

It is apparent to every otologist that these 
two outlines take in a wide variety of cases rang- 
ing from simple subperiosteal abscess to severe 
mastoid disease accompanied by serious systemic 
symptoms. To what is this variety due? Is it 
the anatomy of the mastoid? or the pathology? 
the causative organism? the resistance of the 
patient? or the presence of another illness just 
preceeding the ear infection or occurring con- 
comitantly? As has been frequently said “the 
only constant finding in mastoid anatomy is in- 
constancy.” The many variations in the number 
and structure of the cells, the nature of the bone, 
the location and patency of the bony sutures, the 
extent of pneumatization, and the relations with 
intracranial organs make the consideration of 
the anatomy of paramount importance. The 
pathology in our series as mentioned before was 
grossly similar consisting of more or less pus, 
necrosis of bone, and granulation tissue. In prac- 
tically every one of the cultures of the material 
obtained at the time of operation there was 
found a variety of streptococcus, most fre- 
quently hemolyticus. Four of our patients had 
just had measles, two scarlet fever, one diph- 
theria, the others colds, sore throats, and so-called 
flu. 

I believe that because of all this our series 
is a group of fairly similar cases. In them the 
following symptoms were noted: 
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1. Tenderness over some part of the mastoid 
in all except four. 


2. Swelling or loss of post auricular fold in 
all except two definitely and five questionably. 


3. Temperature 100° F. in all but nine; be- 
low 99° F. in only one. 

These three findings persist beyond the first 
week of illness. 


4, In 29 the clinical picture was complete in 
less than three days; in one in four days. 

5. Twenty-five had pain in or about mastoid. 

6. Nine had no discharge from the ear at 
any time. Nine had discharge one week or less; 
five had stopped discharging previous to the 
development of external evidence of mastoid in- 
volvement. 

?. Only nine had sagging of the posterior- 
superior canal wall. 

8. Nine had severe symptoms, as chills and 
vomiting. 

9. Drowsiness in five. 

10. Leucocyte count varied from 4,000 to 
32,000—mostly between 15,000-20,0000. 

Our series showed that mastoid tenderness, 
mastoid swelling, and fever, persisting, are the 
three symptoms found in nearly every case of un- 
complicated mastoid disease. During the period 
covered by the study there were three children 
who had this triad and healed spontaneously. In 
two of these I inserted a needle into the mastoid 
swelling and felt roughened bone. In the other 
a physician had made a very small incision into 
the mass which bled for over a week. I saw a 
fistula in the cortex while I searched for the 
bleeding vessel in this exsanguinated girl. In five 
other children not included in this series the 
triad of symptoms was treated conservatively 
with apparently good results but remissions oc- 
curred, and mastoid operations were subsequently 
performed. The one outstanding instance of my 
inability to reach a conclusion was A. G., age 
three, whose ears discharged for less than a week. 
Then within 48 hours she became ill with a sep- 
tic temperature up to 103° F. There was sagging 
of the canal walls but no tenderness, no pain, 
no definite mastoid swelling. Some drowsiness 
and progressively rising blood count from 
15,000-30,000 with gradual lowering of the hemo- 
globin percentage completed the picture. No 
findings in other organs. Operation, revealed ex- 
tensive necrosis of bone with pus. LErysipelas 
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complicated the convalescence but in spite of 
this there was complete healing in two weeks. 
In a boy who had pyemia with abscesses 
in the shoulder and elbow there suddenly oc- 
curred swelling and tenderness about the mastoid 
tip without any ear discharge. Operation re- 
vealed sclerosed bone about the antrum but ex- 
tensive bone necrosis, pus, and granulation tissue 
in the tip of the mastoid with exposure of the 
sigmoid sinus. 
Comment: 


The clinical picture which is considered the 
typical indication for doing a simple mas- 
toidectomy occurred in less than 60 per cent. of 
our patients. The other 40 per cent are then to 
be considered atypical if this clinical picture is 
universally accepted. I believe, however, that 
persistent fever, tenderness, and swelling are the 
group of symptoms which together call for mas- 
toid operation; and from this standpoint the 
atypical percentage is decreased to less than 5 
per cent. 

The anatomical variations commonly known 
can explain the frequent absence of aural dis- 
charge and sagging of the canal walls as well as 
the infrequency of severe constitutional symp- 
toms. 

The patients who do not have at some time 
during the illness the triad of tenderness, swell- 
ing, and fever are the ones which must be con- 
sidered and evaluated according to the outline 
suggested by Dr. Schott with especial emphasis 
on increasing leucocytosis with diminishing 
hemoglobin and drowsiness regardless of the 
temperature. 

DISCUSSION 

Dr. George Woodruff, Joliet: This study of Dr. 
Cottle’s which was entirely limited to children is very 
interesting, because I think we have all come to be- 
lieve that in late years there is quite a difference in 
symptoms of mastoiditis, uncomplicated, in children and 
adults. I think that fact is much more generally recog- 
nized than it used to be. It is also interesting to have 
side by side the pediatrician’s idea of a mastoiditis and 
the otolaryngologist’s idea. 

Dr. Cottle’s triad which he found most prevalent in 
these cases was swelling, tenderness and continued rise 
in temperature. The thing that surprises me is that a 
relative large percentage of these patients never had 
any ear discharge that could be determined. As 1 
have not had the opportunity to study as large a num- 
ber of children as Dr. Cottle has studied, I cannot give 
you any definite findings, but it is surprising because 
we have been accustomed to think of nearly all mas- 
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toiditises following a more or less typical acute otitis 
media, and we think of a typical otitis media as having 
a discharge in the middle ear. Of course in some cases 
the drum is never ruptured. 

I think the point of continued rise of temperature is 
very important in children. Of course in adults we 
would not expect this so much. Continued rise of tem- 
perature in an adult usually means a complication, but 
in a child it is quite a normal thing, especially in a 
young child. 

Dr. A. A. Hayden, Chicago: If there is any place in 
the whole field of medicine where there should be no 
dogmatic statements such as waiting for three or four 
weeks, or even two weeks, before doing any operative 
interference, I think it is right in this question. I want 
to cite a case in point. 

A dentist’s child, aged three, was brought to St. 
Joseph’s Hospital with a running ear following an acute 
sore throat. The ear had ruptured one day before the 
child entered the hospital. He came in with a tempera- 
ture of 101. On the third day he showed a temperature 
of 105 and then had a very decided chill and a drop in 
temperature to somwehere around 100. That would be 
on the fourth day of the illness. On the third rise of 
temperature of that sort with the third chill the mastoid 
was opened and the lateral sinus was opened and the 
jugular was tied off. I know that that was done very 
early, but I firmly believe that the early operative in- 
terference saved that child’s life. For that reason, I 
do not think waiting for two or three weeks should ever 
be thought of. I think that each case has to be decided 
on its own findings. 

The case that Dr. Cottle spoke of as having only 
4,000 leukocytes comes very close, it seems to me, to 
the agranulocytic type. We have begun to regard that 
quite commonly as an affection of the throat, but I see 
no reason for it at all. I do not know very much about 
it; I think no one does. I think a leukocyte count of 
that sort may just as Well occur in an affection in the 
ear as it may in the throat, and I do think that the 
leukocyte count, and especially or together with Shill- 
ing’s shift to the left, is a very valuable point. 

With regard to the pediatrician’s idea side by side 
with the otolaryngologist’s idea as being valuable to 
have,as Dr. Woodruff has said, I am not so very sure. 
While Dr. Schott is a marked exception, I believe ears, 
as a rule, in the hands of pediatricians, are operated on 
too late rather than too early. Much of the edema of 
the canal, perhaps some of the edema or the swelling 
behind, is sometimes due to the medication that 
is put into the canal with the idea of relieving 
pain. I do not think one twinge of pain has ever been 
relieved in an acute otitis media by the instillation of 
any sort of drops in the canal. It simply muddles the 
picture of the true anatomy of the drum which is the 
most valuable sign we have. 

Dr. L. Ostrom, Rock Island: We all know that most 
mastoid involvements in children get well without ever 
being seen by a doctor at all. Unless special study is 
made in complications with the aid of the pediatrician 
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and the laboratory we can not always arrive at ac- 
curate conclusions as to what to do. 


The peculiar anatomy of the auditory cavity permits 
pus to burrow in several directions so that incision for 
its discharge may have to be made in front of the ear as 
well as behind or usual location. 

Dr. Salinger mentioned the value of blood studies, 
especially of hemoglobin, which is often a more valuable 
guide than the white blood count. 

Report of a case. Boy 7 years old. Three months 
ago had mild otitis media, with spontaneous perforation, 
and recovery (from otitis) in 10 days. Four or five 
days later septic temperature up to 105-106 preceeded 
by chills two or three times a day started up without 
any apparent cause. When brought to the hospital by 
Dr. Murrell, ear drums looked normal. No tenderness 
of mastoid or over jugular. No rigidity. Everything 
negative, except hemoglobin which was 55 per cent. and 
blood culture showed non-hemolytic streptococcus. Ex- 
ploratory paracentesis proved middle ear free of mucus 
or pus. Mastoidectomy demonstrated a perfectly nor- 
mal mastoid and antrum. Lateral sinus was exposed 
about one inch backwards, and low down in towards the 
jugular bulb. Nothing abnormal found, until a probe 
was passed toward the bulb, when pus appeared. Iodo- 
form gauze packed down to abscess cavity. Patient 
twas given transfusion (blood from father and Gentian 
Violet) immediately after operation, also on the third 
day. 

With the aid of Dr. Adler, pediatrician, he was 
carried through a stormy week, after which he made an 
uneventful recovery. 

In this case the infection had passed through the floor 
of the middle ear, and formed a perisinus abscess on the 
jugular bulb. 

The intelligent assistance of the pediatrician for the 
hectic period, when nourishment is refused or not di- 
gested, is of equal value as the operation itself for the 
restoration of these patients to health. 

Dr. A. H. Andrews, Chicago: I like to get simple, 
concise statements that mean much and the best state- 
ment I have heard here this afternoon is that the only 
consistent symptom in mastoid conditions is their in- 
consistency. I forget which one of the essayists gave 
us that, but it is good. 

There is one phase that I do not think I heard men- 
tioned, and that is those cases in children where the 
symptoms subside, where the blood count improves, 
where the pain disappears, where the temperature is 
running lower, but the patient is getting ready for a 
chronic discharging ear. There are conditions present 
which are not showing symptoms which will not re- 
cover and the patient will have a chronic discharging 
ear probably the rest of his life. 

There are two symptoms which I should like to men- 
tion that ought to be considered. Of course, everybody 
recognizes the x-ray. Transillumination is a method of 
examination which is easily made and is of value. The 
second is the presence of bond debris; when found 
points toward the necessity of a mastoid operation. 

Dr. Harry Pollock, Chicago: There has been a great 
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deal said with regard to the laboratory and clinical 
pictures. I want to make this brief statement which 
holds through all otolaryngological practice and through 
almost any practice. Those who attended the last meet- 
ing of the Chicago Otological Society heard Dr. Billings 
say it is the clinical picture which counts, and if all labo- 
ratory tests, x-ray included, substantiate the clinical 
findings, then we can depend on our laboratory findings. 
If they disagree with our clinical findings we can throw 
them aside and nine times out of ten if the man is a 
good clinician the clinical symptoms are correct. 

Dr. M. H. Cottle, Chicago: I just want to thank all 
the gentlemen for the discussion, which is the reward 
of writing a paper. 





PREGNANCY IN UTERUS UNICORNIS* 
Joun W. Birk, M. D., F. A. C. 8S. 
CHICAGO 

The failure of the proper fushion embryolog- 
ically, of the Miillerin ducts from which are 
formed the vagina; cervix, uterus and tubes, pro- 
duces an almost endless variety of uterine mal- 
formations, varying from uterus didelphys to 
only a small bud of tissue marking the remnant 
of a uterus, with absence of vagina, cervix, cor- 
pus and tubes. Obviously, if the degree of mal- 
formation admits of pregnancy, our possibilities 
for distocia or rupture are also variable depend- 
ing upon the type of deformity; whether a 
pregnancy in a rudimentary horn without a con- 
nection with the body of the uterus, or a preg- 
nancy in a uterus didelphys, in which the re- 
maining body and cervix might act as a tumor 
in front of the presenting part. 

DeLee mentions a case of uterus septus in 
which the fetus was astride the septum. 

Recent literature teems with reports of uterine 
maformation, mostly bicornate. In many, labor 
seems to deviate but little from the normal and 
there are probably many more that go through 
labor unrecognized, or perhaps confused as a 
fibroid in the fundus. Many would be recognized 
by more careful study during early pregnancy. 
It seems logical that at least some cases of super- 
fetation can be explained by pregnancies in 
uterus bicornic septus. Very little is said in the 
literature of uterus unicornis because of the diffi- 
culties of diagnosis, there being so little change 
from the normal in early pregnancy. Uterus 
unicornis is rarely recognized except at laparot- 
omy. The report of the appended case is of con- 





*From Lake View Hospital. 
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siderable interest, the condition having been 
found at operation after her first pregnancy. 

Mrs. J. L., aged 32, presented herself for 
treatment for severe dysmenorrhea, which had 
been present since menstruation was established 
at the age of fourteen years. She was always 
confined to bed for three days. The pain was 
always more severe on the right side. The fam- 
ily history was negative. The personal history 
revealed that five years previously, patient had 
an Alexander operation done because of retrover- 
sion, hoping this would cure the dysmenorrhea. 
There was no benefit derived. Following the 
operation menstruations were lengthened from 
four to seven days and clots were passed. She 
had had one pregnancy eighteen months ago; a 
breech presentation with a prolapsed cord and a 
dead fetus which weighed six pounds. Con- 
valescence was normal, but her dysmenorrhea 
promptly recurred with no change in the char- 
acter of the pain. The tonsils had been removed 
some years ago. She had a simple goiter which 
had not changed in size and gave her no discom- 
fort. The remainder of her history was essential- 
ly negative so far as it pertained to her illness: 
heart and lungs negative; kidney function nor- 
mal; a slight simple anemia, Hemoglobin 70%, 
Leucocytes, 5,800, Erythrocytes 4,990,000; blood 
pressure 130/80. She was quite nervous and 
exhausted, constantly dreading her next men- 
struation, which she knew would be severe 
enough to demand some form of an opiate. 

Vaginal examination showed the vagina nor- 
mal; slight vaginal discharge ; cervix normal, no 
ulceration and well back; uterus normal in size, 
anteverted, held well forward, movable, no change 
in shape noted; left broad ligament free; ovary 
on this side not papable; right side tender, ovary 
size of large walnut and tender. A diagnosis of 
cystic ovary was made, laparotomy advised an 
accepted. 

Operation. Abdomen opened in median line. 
uterus examined. There was complete absence 
of the right tube. The fundus on the right side 
corresponding to the tube insertion contained a 
fibroid about one and one-half inches in diameter, 
which made the uterus symmetrical. This was 
shelled out. There was no opening into the 
cavity of the uterus. Uterine wound closed with 
cat gut. The uterus then had the typical curved 
appearance of a uterus unicornis with tube and 
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ovary on the left side normal. Right ovary, 
cystic about the size of a large walnut, was re- 
moved and an incidental appendectomy done. 
She made an uneventful recovery. Following 
operation menstruation was painless and has re- 
mained so since. 

She became pregnant seven months after her 
laparotomy and delivered spontaneously a breech 
at term, breech engaged and was delivered left 
sacro-anterior. Eighteen months later she be- 
came pregnant the third time, again delivering 
spontaneously, a breech position, again left sacro- 
anterior. The breech presentations are probably 
explained by the deformed uterus. Because of 
the deformed fundus there is more room in the 
lower segment. 

Caswell presents a pregnancy in the remaining 
horn of a uterus didelphys, after partial hyster- 
ectomy for torsion, also presenting the breech. 
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SURGERY OF THYROID* 
Wixsur L. Bowen, M. D. 
PEORIA, ILL. 


Introduction and History. Surgery of the 
thyroid has advanced rapidly in recent years, 
and a great deal has been written concerning 
this subject. It is interesting to note that Paul 
of Aegina, a Greek surgeon, who practiced in 
Alexandria during the first part of the seventh 
century, A. D., distinguished between the struma 
of the anterior portion of the neck or goiter, and 
that of the lateral part of the neck or adenitis. 
His operation for struma (goiter) is very inter- 
esting. “We also lift up the larger struma, 
transfix it with hooks and at the same time tne 
excised portions are freed from the hody which 
surrounds them on all sides, being: constantly 
mindful that neither the arteries which are 
called the carotids, nor the recurrent nerves axe 
injured.” Apparently the danger of injury to 
the recurrent nerves was realized at that early 
date. 

The next glimpse of thyroid surgery is ob- 
iained from the writings of Roger of Parma, an 


*Read before Surgical Section, Illinois State Medical Society, 
at Joliet, May 21, 1930, 
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Italian surgeon, who practiced in the latter part 
of the twelfth and first part of the thirteenth 
century. Roger followed the teachings of Paul 
of Aegina in the operative treatment of goiter, 
using several different methods of resection. He 
differentiated goiter from cervical adenitis only 
in a rough way, but he made a change in the 
treatment of goiter in that he used the ashes of 
sea sponges as a medicine (iodine) for the con- 
dition. It is also claimed that the Chinese used 
iodine in the treatment of goiter, either before 
or in the early part of the Christian era. 

According to the historian, it remained for 
Fabricus, an Italian surgeon practicing in the 
sixteenth century, to differentiate goiter defi- 
nitely from other tumors of the neck. This state- 
ment, however, does not seem to be warranted by 
the facts, as Fabricus himself does not make any 
such claim. “In the neck, four kinds of disease 
are treated by manual operations, quinsy, goiter, 
enlarged glands, and wry-neck. We will speak 
of all commencing with goiter. This tumor, 
according to Celsus and Paul of Aegina, occurs 
in the neck between the skin and the trachea, 
the Greeks call it bronchocele.” Fabricus de- 
scribes the condition in more detail and one gets 
the idea that he is talking of a cystic adenoma. 
There is no doubt here that Fabricus is referring 
to goiter, as he noted it frequently in the Swiss 
Alps. He attributed the condition to some im- 
purities, or lack of substances, in the water sup- 
ply of this particular people.* 

Parry in 1825, Graves in 1836, and Basedow 
in 1840 are the earliest writers to describe 
exophthalmic goiter. The development of the 
surgical treatment of goiter has been aided mate- 
rially in this country by the efforts of Halsted, 
C. H. Mayo, Crile, and others, and in Europe by 
Kocher, and de Quervain. The research work of 
Kendai!-and Marine has added to our knowledge 
of the chemistry and physiology of the disease. 
The differential diagnosis of adenoma with 
hyperthyroidism, from exophthalmic goiter, by 
Piymmer, aad his pre-operative treatment of 
exophihalmic’ goiter with iodine has reduced the 
operative mortality. The work of these men and 
many others has brought us down step by step to 
our present method of treating goiters. 


Diagnosis. It is not always easy to make an 





*Reference: Old Masterpieces in Surgery, Alfred Brown, 
M. D. 
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early diagnosis. We must first determine that 
the patient’s disability is due to one or more of 
the varied manifestations of goiter, for the 
symptoms of toxic goiter may closely simulate 
those of other conditions. The history itself is 
quite often indicative. The physical findings 
clear up the picture quite a little more, and 
finally one or more metabolic rates should make 
our diagnosis complete. Too much emphasis 
should not be placed on any one of these. For 
instance, it has been our observation that pa- 
tients may have a suggestive history, and physi- 
cal findings, and yet have what is generally 
termed a normal metabolic rate. This same pa- 
tient returning at a later date may show more 
definite findings and a metabolic rate higher 
than before. 

The diagnosis of hyperthyroidism 
been made, we should next determine the type 
of hyperthyroidism, the degree of immediate 
toxicity, and the general systemic secondary in- 
volvement. These facts together with personal 
experience lead to the proper pre-operative treat- 
ment and help to decide when and how to oper- 
ate. The classification we use is as follows: 

1. Adolescent goiter (colloid). 

2. Adult colloid or lobulated colloid goiter. 
or without hyperthyroidism.) 


having 


(With 


3. Adenomatous goiter. 

A. With hyperthyroidism. 
B. Without hyperthyroidism. 

4, Exophthalmic goiter. 

5. Mixed goiter. 

6. Thyroiditis. 

A. Tubercular. 

B. Syphilitic. 

C. Acute septic or pyogenic. 
D. Woody thyroiditis. 

7. Malignancy of the thyroid gland. 

The first we do not consider surgical and this 
can be treated by thyroxin or iodine. The adult 
colloid goiter is treated as 
goiter. It has been our experience that adult 


colloid goiter, especially the lobulated typ, does: 


not respond very satisfactorily to iodine or thy- 
roxin. ae fe ae Ses 


we do not urge operation, unless the patient 
shows signs of obstructive dyspnea or has a sub- 
sternal goiter. For the remaining conditions we 
advise operations. 

All exophthalmic 


Pre-operative Treatment. 
and mixed goiters receive iodine prior to opera- 


‘an’ adenomatous 


In benign cases, where colloid or adenomatous, 
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tion. Adenomatous or colloid goiters do not 
receive iodine unless there is a suspicion of the 
mixed type. The operative treatment is deter- 
mined by the type of goiter, together with the 
secondary systemic involvement. We have not 
found it necessary to use digitalis, regardless of 
the condition of the heart; in fact, we delay oper- 
ation on patients who have had digitalis until 
its effect wears off. Goiter patients are not 
required to remain in bed unless there is marked 
cardiac involvement. There are few set rules 
relative to the time the patient should be oper- 
ated on. We feel it is essential to win his confi- 
dence and to endow him with confidence in him- 
self. The weight, blood pressure, and strength 
are points of interest. The operation is freely 
discussed with the patient and the time set when 
we feel that he has reached the maximum point 
of improvement. 

Anesthesia. The anesthetist should be one 
trained in goiter surgery; he pays close attention 
to the pulse, respirations, and blood pressure, 
and reports to the surgeon any significant rise, 
sudden fall, or change in quality in the pulse. 
as well as any respiratory irregularity. The 
anesthetic we have found best suited to our use 
is the local infiltration of novocaine and, when 
necessary, the additional administration of gas; 
thus the patient can be quickly aroused. The 
ability of the patient to speak serves as a check 
on any possible interference with the recurrent 
nerves, 

Technique of Operation. The technique em- 
ployed in the average case is very simple. The 
usual collar incision is made, being located where 
possible in a crease of the neck. The dissection 
is carried down to the ribbon muscles and the 
upper and lower skin flaps, including the platys- 
pral muscle, are dissected up. The ribbon mus- 
cles are then separated in the mid line, and by 
extending the incision between these muscles, it 
wiil seidtanm be necessary to cut across them, how- 
ever, these muscles should be cut across if neces- 
sary for proper exposure. The suspensory liga- 
ments which are usually well defined are then 
clamped and cut. This procedure, which as far as 
I know was first advocated by Pemberton, aids 
materially in mobilizing the gland. We do not 
attempt to ligate the superior and inferior thy- 
roid arteries individually, as we do not feel that 
we should stop all of the blood supply in doing 
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a partial resection of the thyroid, any more than 
we would ligate the superior mesentery artery in 
doing a partial resection of the small intestine. 
In other words, we believe that the blood supply 
should be stopped only to that portion of the 
gland that is to be resected. The margins of the 
capsule are then clamped with Ochsner forceps 
completely encircling one lobe. We believe that 
resection of one lobe at a time is the safest pro- 
cedure. 

There is usually a line of demarkation on one 
or the other sides of the isthmus, and the 
isthmus is removed with the lobe on the side 
where there is no line of demarkation. The 
capsule is then excised anterior to the point of 
ligation, and the resection of the lobe is carried 
out within the capsule by sharp knife dissection, 
clamping before we cut. The resection is usually 
begun medially and superiorly and carried lat- 
erally and inferiorly. The resection when car- 
ried out in this way has several marked advan- 
tages: (1) we are better able to judge the 
amount of gland removed, (2) we do not expose 
the trachea, (3) the gland is mobilized with 
first part of the resection. (4) injury to the para- 
thyroid gland and to the recurrent nerve is 
almost eliminated by this type of resection, and 
(5) the partial resection of one lobe at a time 
leaves us free to continue or to stop the opera- 
tion, depending on the condition of the patient. 
Hemostasis is secured in the edges of the capsule 
with a continuous interlocking double thread of 
plain catgut, and then the edges of the capsule 
are sutured together. It is well to insert the 
needle parallel to the long axis of the neck at 
the inferior pole and also very superficially in 
the portion of the capsule next to the trachea. 

It was formerly our custom to insert a drain 
in the incision, but now we seldom do this, and 
we find that the post-operative reaction is about 
the same. At times a little blister will appear in 
the incision which has to be opened, but the cos- 
metic result is usually better when the incision 
is not drained. All patients should be thor- 
oughly explored before closing the incision, as 
we feel that quite often recurrence may be attrib- 
uted to a substernal or retro-tracheal portion 
which was overlooked at the time of the first 
operation. All patients are made to cough and 
strain before closing the wound as a check on the 
possibility of a post-operative hemorrhage. The 
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skin is closed with a subcuticular plain catgut 
suture. 

Modification of the Usual Technique. We 
have not found it necessary to do a preliminary 
ligation for over five years. We still do a partial 
lobectomy when the condition of the patient does 
not warrant a complete operation. The second 
lobe is removed from a few days to three months 
later, depending on the reaction and improve- 
ment of the patient. We still at times leave the 
incision open and pack, and feel that in spite 
of considerable criticism that the results justify 
this procedure. If the recurrent nerve has 
apparently been damaged by resection of the 
first lobe, we feel that it is safer not to complete 
the operation at this time. 

Sub-sternal or intra-thoracic goiter, if present, 
is usually found attached to the isthmus or 
medial portion of one of the lobes. The delivery 
of a sub-sternal goiter is aided materially by 
mobilization of the gland, as before described, by 
removing the central portion of the tumor, or 
by puncturing any cyst that may. be present. 
Care should be taken not to use too much force 
in delivering the tumor, as this may lead to 
hemorrhage which is hard to control. On rare 
occasions we find it necessary to remove the 
upper portion of the sternum, and we think this 
is better than splitting the sternum. Where the 
gland extends far around the neck, we always 
cut the ribbon muscles for better exposure. 

Thyroiditis. Acute suppurative thyroiditis is 
treated as an abscess, and surgical drainage is 
instituted. Patients suffering from nonsuppura- 
tive thyroiditis usually do not consult a physi- 
cian during the acute stage, but only when they 
become hypothyroid, or begin to show signs of 
myxedema. A patient with woody thyroiditis 
will usually get well if only a small portion of 
the mass is removed. Tuberculous thyroiditis 
should be subjected to thyroidectomy, removing 
the major portion of the diseased gland without 
drainage, and the general resistance should be 
improved along general lines post-operatively. 
Every patient who has a positive Wassermann or 
Kahn and a tumor of the thyroid does not neces- 
sarily have syphilitic thyroiditis, though he may. 
For this reason we treat all such patients for 
syphilis first, and if not improved, operate and 
then continue treatment for syphilis. 

Malignancy of the thyroid is usually rather 
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far advanced when it comes to the surgeon. As 
these patients are rarely hyperthyroid, this may 
be some excuse for their delay in obtaining treat- 
ment. The surgical treatment is that of malig- 
nancy anywhere else in the body. 

Post-Operatwe Treatment. All of our pa- 
tients are placed in a semi-erect position follow- 
ing operation and kept sitting up for two or 
three days. Iodine is given post-operatively to 
all exophthalmic and mixed goiters. Morphin is 
given when necessary for the first forty-eight 
hours and visiting is restricted. Proctoclysis is 
started immediately on the return to bed. If the 
patient is distressed by a small amount of 
mucous in the upper respiratory passages, steam 
inhalations of tincture of benzoine are used, and 
should there be an excessive amount of mucous 
Haines and Boothby have recently advised oxy- 
gen inhalations. Fluid should be given by 
mouth and nourishment started just as soon as 
possible. We do not find it necessary to use ice 
caps on the head or heart. The dressings are 
changed daily and if the patient complains of 
the wound feeling stiff we use hot boracic acid 
dressings at two-hour intervals. The post-opera- 
tive reaction is usually over by the fifth day and 


the patient is then allowed to be out of bed. 
If a drain has been used, it is removed on the 
third day and hot dressings continued until the 


fifth day. The average patient is discharged 
from the hospital at the end of a week and re- 
turns to the office for dressings until the wound 
is completely healed. 


POST-OPERATIVE COMPLICATIONS AND THEIR 
TREATMENT 


Post-Operative Crisis. The marked post-oper- 
ative reaction or crisis that was once so frequent 
has practically disappeared with the use of 
iodine ; should it occur, however, it is best treated 
with forced fluids and iodine, while keeping the 
patient quiet with morphin. 

Shock. On rare occasions a patient who has 
been hyperthyroid develops post-operatively a 
shock-like condition due apparently to hypothy- 
roidism. The pulse is at first slow and weak, 
the skin cold and moist, and the patient remains 
in a semi-conscious state. The usual treatment 
of shock should be instituted and we also use 
hypodermic injections of thyroxin to good ad- 
vantage. 


Hemorrhage. Hemorrhage, if it occurs, is 
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usually on the first day and may be detected by 
choking, cyanosis, rapid, weak pulse, and a tense 
and discolored swelling of the neck. No time 
should be lost in opening the wound and expell- 
ing the clot, and if the bleeding point can not be 
found or the patient’s condition is bad, the 
wound should be packed. By using the tech- 
nique described above, we have succeeded in 
avoiding hemorrhage in all our patients. 

Paralysis of the Recurrent Nerve. Paralysis of 
the recurrent nerve is a very serious complication 
and we make it a rule to have the vocal cords ex- 
amined before and after the operation when at 
all suspicious that they are damaged. When one 
cord has been injured, we feel it is safer to delay 
removing the second lobe, and unless the nerve 
has been badly damaged, it usually regains its 
function within three months. The prognosis in 
bilateral abductor paralysis is serious. A trache- 
otomy tube must be used, and even then the 
patient is subject to fits of choking. If he does 
not die on the table, he may die shortly after- 
wards of aspiration pneumonia. I am afraid 
that quite a few anesthetists have been blamed 
for the death of the patient, when this has been 
the causative factor. 

Collapse of the Trachea. This condition 
though rare is very serious. It occurs in patients 
with large adenomatous goiters of long stand- 
ing, in which the cartilage has been softened, 
or destroyed. The trachea may collapse during 
the operation when the tumor is released, or two 
or three hours afterwards. Tracheotomy should 
be performed immediately and a long tracheal 
inflation catheter inserted. Hertzur has sug- 
gested the suture of the walls of the trachea to 
the surrounding tissues, as a preventive measure 
in a case where this may be expected to occur. 

Tetany. Tetany may be temporary or perma- 
nent. If temporary, it is usually due to trau- 
matic edema, and is really controlled by the 
administration of calcium for a short time. 
When permanent, the tetany is due to the de- 
struction of para-thyroid tissue and is a very 
serious complication. It requires the daily medi- 
cation of calcium, thyroid, and para-thyroid for 
the remainder of the patient’s life. It has been 
said that a patient may die from tetany within 
three or four days after operation. 

Other Complications. Numerous other com- 
plications may be mentioned, such as pneumonia, 
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infection of the wound, psychosis, etc., but to 
go into a full discussion of these would make 
this paper too long. May I say in closing that 
thyroid surgery depends principally on a thor- 
ough study of the individual patient and that 
the complications are more easily prevented than 
controlled after operation. 


DISCUSSION 


Dr. Frank Mason, Danville: There are a few points 
in this excellent paper that I desire to speak of. It 
seems to me that his classification is very good as is 
also his technic of the operation. He covered very 
thoroughly all the different complications that may be 
found in thyroid operations. It seems to me that the 
main thing to be considered in thyroid surgery is the 
general condition of the patient; first, the condition of 
the heart and secondly, the general systemic condition. 
I was very forcibly impressed by a remark the Doctor 
made concerning not giving too much importance to 
any one symptom; for instance, he spoke of the basal 
metabolism test and that when your patient first comes 
in the rate would be lower, or possibly higher than 
should be, and would change from time to time. I find 
that that is a fact. I do not think we should pay too 
much attention to basal metabolism in our operations. 
For instance, I recall one case I had about a year ago 
whose basal metabolism rate was 87+ and the blood 
pressure 298. Under those circumstances it was abso- 
lutely contrary to all rules of surgery to attempt oper- 
ation in that case. We attempted to bring down his 
blood pressure, but could never get it below 180. The 
basal metabolism rate never went below +60. What 
were we to do in that case? His heart was quite rapid, 
though it never went above 130, and usually was about 
100. He seemed to be in good condition. I resolved 
when I got his blood pressure down to 180 and his 
basal metabolism to +60 to do something for him. I 
did not feel that it was proper to attempt removal of 
the lobes of the thyroid. We had a mixed condition 
with considerable exophthalmos. A blood pressure that 
high is rather unusual in exophthalmic goiter. Under 
ethylene I tied off the superior poles at one operation 
and the man made a very good recovery. I did this 
thinking that possibly in the near future I would re- 
move one or a portion of both lobes. In about three 
months the man went back to work. The gland has re- 
ceded in size and the blood pressure has gone down to 
140. His basal metabolism rate is but little plus. Occa- 
sionally I have to give this man a little iodin to control 
some erratic symptoms but the gland enlargement has 
almost entirely disappeared. 

It is my feeling that we should not pay so much at- 
tention to basal metaboiism or even high blood pressure 
if we feel that the patient’s arteries are in good condi- 
tion and the heart is not very badly damaged. 

One point about the heart. The Doctor made the re- 
mark that he did not give digitalis, and if a patient was 
brought to him who was under the influence of digi- 
ialis, he would wait until the patient was free from the 
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influence of digitalis before operating. I do not like to 
give digitalis unless we have auricular fibrillation and 
then I do give it to a certain extent. Sometimes I will 
control it with quinidin but usually not until after oper- 
ation. 

There are only two things to be considered in goiter 
heart, one is the thyrotoxic heart and the other is the 
mechanical pressure heart. After all, it is the thyro- 
toxicosis that has to do with the heart. Whether it be 
dilatation of the right ventricle or whether it is enlarge- 
ment of the heart from right to left it is the thyrotoxi- 
cosis. How are you going to manage that? If you 
will treat them with iodin and with nerve sedatives you 
will get the patient in condition for operation. How 
do you do that? I give iodin more thoroughly than 
you notice in the literature. Then I give sedatives. I 
give iodin, together with Forchheimer’s treatment, and 
have the patient report to the office every two weeks 
and watch the results. In about 90 per cent. of the 
cases, although you may think that the heart is seri- 
ously damaged, within a few weeks it will surprise you 
to see how the patient’s pulse will come down, the 
tremor subside, and you feel that you can do the oper- 
ation. ms 
Dr. William Fuller, Chicago: Dr. Bowen’s paper 
shows that he has hewn closely to the latest procedures 
in the treatment of thyroid disease. If I understood 
him correctly, he does not have a set way of dealing 
with thyroid gland disease, but recognizes clearly the 
necessity of dealing with each and every case strictly 
on its own merits. I do not suppose it makes much dif- 
ference from which angle one approaches this subject 
for discussion, for all along the line, there are yet many 
mooted questions, interpreted differently by medical 
minds. The impression prevails in the mind of some 
that the subject is in a somewhat chaotic state, and 
that but little progress is being made. 

We have but to compare the present status of thy- 
roid gland therapy and disease with that of a few years 
ago, to be convinced that progress is being, and has been 
made. It has been a little more than fifty years since 
the greatest surgeon of his day said that no matter 
how large the thyroid gland might get to be, nor how 
much discomfort it might produce, no sane or sensible 
surgeon would ever attempt its removal. This is a 
statement made by Samuel D. Gross in about the year 
1866. The thyroid gland is safely removed in every 
hamlet and in every hospital in the country today for 
any of its diseases, by all surgeons. 

I should like to bring out one point in this discussion 
which has given me concern for years, and that is the 
end results in the surgery of the thyroid, or the mor- 
tality rate. It has seemed strange how two men of 
about equal ability and skill, have results in their thera- 
peutic measures applied to diseases of the thyroid 
gland, that are so widely different. I have often won- 
dered whether the reporter places all his cards on the 
table when getting out the reports showing such low 
death rates, even as low as one-half of one per cent., 
and if this is true, and we might extract from the sleeve 
of the one holding the missing card, headway might 
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further be made. Let us for example then compare the 
work of the great surgeon operating in a big clinic, 
with that of another surgeon, of equal skill, operating 
in a smaller clinic. What do we see? The former’s 
reputation is world-wide; it is known to every man, 
woman and child in the country; and those with real, 
as well as imaginary, goiters, find their way early to 
these centers, and in so doing, of necessity have among 
them a proportionately or comparatively small number 
of bad risk cases; and it is from these cases and these 
alone that mortality rates must be figured. Not only 
will there be fewer cases of the complicated ones, like 
cardiac instability cases, and those with degenerative 
changes in other organs, among the early comers, and 
in consequence a lowered mortality, but there will likely 
be a goodly number of this group of early cases, sub- 
jected to surgery, that would yield to measures less 
radical than surgery. 

The operator in the small clinic has a reputation not 
so widespread, and his clinic is not so well known. 
People with thyroid gland disease find their way to this 
institution and surgeon much J/ater than do those going 
to the other clinic. As a result of their coming later 
for relief, they have among them a comparatively large 
number of the bad risk cases, above described, which 
spells a higher death rate than is recorded in the bigger 
clinic. This in all fairness explains the difference in 
the mortality figures of the operative work in the two 
instances. I believe it will hold good throughout in 


thyroid surgery everywhere. 


Another point based on fallacy and misleading is the 
classification of diseases of the thyroid gland. I think 
it impossible to work out any classification that is help- 
ful. The infinite number of conditions that enter into 


the formation or summation of a disease as complicated 
as exophthalmic goiter, and coupled with the many 
peculiarities in, the patient himself, a rational classifica- 
tion of such a disease, seems utterly beyond belief. 

If by the recognition of a few inherent peculiarities 
or characteristics, such as the geologist employs or 
recognizes in classifying the rocks, or the botanist his 
plants, classifying diseases would be a much more sim- 
ple matter. I cannot help but believe therefore that the 
classifications we meet with in the literature are but 
little more than expressions of personal opinions of the 
writers. 

We may well consider I think whether or not we are 
dealing with diseases that are different in their histology 
and clinical manifestations involving the thyroid gland, 
than we did fifty years ago. It does not seem strange 
that Graves’ disease, hyperthyroidism, or exophthalmic 
goiter, describe exactly the same pathology they once 
did. Williamson of England has shown lately that the 
finer anatomy or structure of the thyroid gland has 
changed. Either this or he is seeing the same structure 
in a new light. His “sinusoids” with their cylinders 
of epithelium, directing the colloid which they secrete 
in one direction for immediate use, while the remainder 
of this secretion is sent in another direction for later 
use, reads like a fairy story. Whether he is describing 
an old thing in a new light, or a new thing in a correct 
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one, I cannot say. But as many diseases now familiar 
to the older medical men in practice have undergone 
changes, till many of them might be assigned to an- 
other category at present, it is not impossible that the 
terminology employed in describing thyroid gland dis- 
ease, may also change as time goes on. 

In conclusion we desire to say that the statements 
here made are personal ones, and represent the facts 
as we see them. We gladly follow the lead of author- 
ity, and concede all honor to the men whose work have 
placed the whole subject of thyroid ‘disease so far in 
advance of what it was fifty years ago. Our exceptions 
to or criticisms of what the leaders say is an inherent 
right, as mistaken as our statements may be. We do 
not desire to have our minds on this subject become 
wholly ossified by blindly accepting everything that is 
said, for we feel that it is human to err, as we feel 
certain that even the great leaders in medicine may do. 

When we come to deal with thyroid cases along the 
lines suggested by the essayist, and recognize every 
case as wholly unlike any before seen, and that is 
likely unlike any that will later be seen, then, and not 
till then, will the best goiter work be done. 

Dr. Wilbur L. Bowen, Peoria (closing the discus- 
sion): Relative to the basal metabolic rate, we feel 
that it is a very important diagnostic agent in our thy- 
roid work. We feel that one or two or three are often 
quite necessary. I think it is like any other laboratory 
technic subject to error, but it is a very important 
factor. 

We feel that each thyroid case is an individual case. 
We do try to work on that one idea that the patient is 
an individual. Every one should recognize that there 
are certain types of individuals regardless of disease, 
and that each case must be treated accordingly. 

Relative to the classification, I realize that everybody 
has his own classification more or less and we have 
used this one because it has worked best with us, I 
think it would be a very good idea if the surgeons who 
work in thyroid surgery could work up a classification 
that everybody could use. I might say that we still 
feel, and I think there are others, that feel that there 
is such a thing as a definite type of syndrome that we 
call exophthalmic goiter. I will say that since I have 
been in Illinois that these cases are not as frequent as 
elsewhere. In Illinois it is my own personal experience 
in our particular clinic that the goiters are mostly what 
we call the mixed type. We mean the patient who has 
a large adenomatous goiter for years and all of a sud- 
den superimposed upon that is an acute syndrome which 
we recognize as the exophthalmic syndrome. We call 
this the mixed goiter. We recognize this as the most 
difficult type to handle because we do not get a result 
with iodine that we get in the typical exophthalmic 
goiter but it is a little better than is expected in the 
adenomatous type. We get excellent results in the 
exophthalmic goiter with iodine. In the adenomatous 
goiter there have been certain cases that seemingly 
have been made worse and others that have not im- 
proved on iodine. 

Relative to iodine therapy there is one other feature 
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I would like to mention, that is the question of treat- 
ing a patient with iodine preliminary to thyroidectomy. 
We recognize that the iodine itself does not continue its 
effect. We have quite a number of patients that have 
been treated with iodine outside. These go into a con- 
dition that is somewhat of a mixed type, and what Dr. 
Plummer and Dr. Pemberton would call the organiza- 
tion type in which the gland does not react as well to 
iodine as it would in acute cases which we put on iodine. 

As to the early cases, as Dr. Fuller said if we get 
the exophthalmic or any other type early, our mortality 
is going to be lower. The same applies to ulcer of the 
stomach or any other surgical case. The mortality is 
much lower with the use of lobectomy and iodine and 
studying our cases closely, than formerly when we used 
ligation. Doing one side first and being able to stop 
and not doing the other side helps to reduce the mor- 
tality. 

There is another phase which I did not stress, that 
is morbidity. In the cases that are early and are in 
good condition we get our most beautiful results, and 
yet in those same cases we get more frequent recur- 
rences than in those cases which are far advanced. An- 
other thing about that, in a patient who has exophthal- 
mic goiter of long duration with marked cardiac in- 
volvement, high blood pressure and the various syn- 
dromes, we are not going to get the result we would 
have gotten early, although the patient is very much 
more improved after thyroidectomy than before. It be- 
hooves us to study our cases and get them early. I am 
not advising operating on every patient who has a sus- 
picion of a goiter. I do think it is a good idea to keep 
these cases under our fingers where we can check them 
every two or three months. 

In closing I would like to say that each case is an 
There is no doubt about that. I think 
our work has improved. In the last few years the 
mortality in goiter has dropped tremendously. Two 
years ago it was around two and one-half per cent. 


individual case. 





A FEW PRINCIPLES OF AMPUTATION* 
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My purpose in presenting this paper is not 
to reveal any new developments in the field of 
amputation, but merely to review the present 


status of the subject. 
literature will show that amputation is the old- 
est surgical ordeal ever undertaken. To sub- 
stantiate this it may be said that oriental mu- 
seums still display perfect bony stumps and a 
variety of silver and gold orthopedic armamenta- 
ria with which surgeons of that time amputated 


A concise perusal of the 
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limbs. Furthermore the terminal stumps of such 
osteotomies as performed prior to Lister’s era 
convince the observer that some of the early am- 
putations escaped the inevitable infection so 
commonly seen prior to Lister’s epochal devel- 
opments. From time immemorial amputations 
have been looked upon as formidable major op- 
erations. The surgeon whose skill enabled him 
to remove a limb in thirty seconds commanded 
the respect of the profession, and was seriously 
recognized as a finished practitioner. Ambroise 
Pare, who introduced the first material for the 
ligature of vessels in amputations, was one of 
the early workers in this field who attained con- 
siderable celerity and skill. Manual dexterity in 
the art of amputation advanced so rapidly that 
in many cases the function of the limb was sac- 
rificed for a speedy removal of the member. 

An examination of the literature shows that 
the World War taught us to respect function of 
the limb rather than speed. Cases of gunshot 
wounds in which an amputation was the only 
alternative received better functional and useful 
stumps, after due consideration of its most ad- 
vantageous level of sectioning, than did those 
whose limbs were hastily severed following the 
trauma. The author has had the privilege of 
following up the case of a young man who en- 
tered the hospital with an extensive macerated 
injury about the lower third of the right leg, and 
who was immediately placed on the operating 
table and an amputation performed without any 
form of narcosis. Unfortunately, the patient, up 
to the present writing, has been the victim of 
two additional amputations and one blood trans- 
fusion. The last operation necessitated the re- 
moval of the middle third of the femur. My 
personal feelings toward this case are that a 
more conservative pre-operative treatment, such 
as combating the shock, and a higher amputa- 
tion well above the traumatized tissues, might 
have obviated the two additional amputations. 


Indications for Amputation. No set rule can 
be applied or promulgated as to when an ampu- 
tation becomes imperative. Each individual case 
presents an array of surgical and anatomical 
considerations, and it therefore becomes neces- 


sary to base its operability upon the problems 


which the particular situation presents. A few 
guiding indications as to the necessity of ampu- 
tation may be presented as follows: 
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1. The aim in any amputation is chiefly to 
save life and provide for a suitable artificial 
support. 

2. Compound fracture and dislocation com- 
monly necessitate amputation. Especially 
so where there is much comminution or 
destruction of bone in the lower extremity. 

3. Amputation is always imperative when there 
is a great laceration or mangling of soft 
tissues, with extensive loss of skin and ex- 
tensive comminution of bone, together with 
rupture of main vessel to the extremity. 
Compound fracture about the knee joint 
may often call for an amputation. 

The author well recalls a case admitted to the 
hospital on the service of a colleague, in which 
the victim received a crushing injury about the 
knee joint, fracturing the epicondylar region of 
the femur and rupturing the popliteal artery. 
Amputation of the limb at its middle third was 
imperative on account of ensuing gangrene fol- 
lowing irreparable damage to popliteal artery. 

4, Avulsion of an extremity, in whole or in 
part, demands amputation at a higher 
level. 

Lacerated and contused wounds with ex- 

tensive comminution of bone (as in gun- 

shot wounds) may demand amputation. 

6. Traumatic popliteal and axillary aneurism, 
which cannot be resected and properly 
anastomosed, may necessitate amputation. 


or 


<< 


Gangrene of extremities from such causes 
as: 

Raynoud’s disease. 

Thrombo-angiitis obliterans. 
Diabetic gangrene. 

Arteriosclerotic gangrene or senile 
type. 

These causes all demand, sooner or later, 
an amputation high up above the popliteal 
vessel, or a Gritti-Stokes operation. 

8. Destructive diseases of bone and joints 
such as cancer, sarcoma, teratoma and 
Charcot joints demand amputation. 


ie 


9. Deformities, such as severe club foot (Wil- 

son). 

Contraindications. The only contraindications, 
which most surgeons and orthopedists will un- 
doubtedly agree, are shock following traumatic 
injuries, advanced secondary anemia, and an in- 
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fected limb with no perceptible line of demar- 
cation as to the extent of the infection. 


LEVEL OF GREATEST FUNCTIONAL VALUE OF 
AMPUTATION 


(a) Amputation involving the Upper Extrem- 
ity. Disarticulation of phalanx in the hand 
should be avoided as much as possible because 
of the unsightly bulbous stump produced. Un- 
like the foot, the hand should command careful 
consideration prior to amputation. With the 
sacrifice of one or more phalanges, one may seri- 
ously impair the functional value of the hand 
in such a manner as to greatly interfere with 
the patient’s pursuit of occupation. Whenever 
possible, in finger or hand amputation, a long 
palmar flap and short dorsal is desirable. The 
palmar flap with its fibrous fascia and hyper- 
trophied skin, furnishes a very vascular and less 
sensitive stump protection because of its adapta- 
tion to pressure. 

Disarticuiation of wrist joint is unsatisfactory 
because it leaves a very bulbous, osseous stump 
with insufficient soft tissue protection. Ampu- 
tation of the lower third of the forearm is not 
desirable because, this region being largely ten- 
dinous, its musculocutaneous flaps provide an 
unsuitable stump. Its blood supply is inade- 
quate; its flap may become extremely cyanotic, 
painful, and trophic ulcers may complicate to 
such a degree as to necessitate re-amputation. 

Junction of the lower and middle thirds be- 
come the site of choice in forearm amputation 
from the standpoint of prosthesis and maximum 
functional value. The abundance of soft tissue, 
blood supply and leverage of stump at this seg- 
ment constitutes ideal site of amputation. No 
amputation should be performed above the in- 
sertion of the biceps tendons and elbow joints; 
this stump being very difficult to fit and causes 
displacement of limb bucket when the elbow is 
flexed. Disarticulation of the elbow is very dif- 
ficult to fit and should be avoided. 

The most useful arm amputation is immedi- 
ately above the condyles of humerus. Any point 
between the supra-condylar region and within 
three inches of the shoulder joint will result in 
the preservation of the highest functional value 
of the limb. Efforts should be made to save 
as much of the humeral shaft as possible, for, 
it being a short bone, the upper segment is not 
available to a stump lever. Should one find 
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indications to amputate higher than three inches 
from the joint, it is imperative to leave the head 
of the humerus in situ to retain the normal ana- 
tomical configuration of the shoulder joint. 
Since no direct pressure is exerted to terminal 
stump of upper extremity, it is advantageous to 
make either anterior-posterior or medio-lateral 
flaps of equal length. 

(b) Amputation Involving the Lower Extrem- 
ity. It is unsound surgery to leave a single toe 
when the others are completely amputated. This 
rule is applicable to the great toe as well as the 
lesser toes. The presence of a single toe may 
occasionally incapacitate the locomotive func- 
tion by injuries to the metatarsal phalangeal 
joint as a result of stepping on a stone or edge 
of curb. The advantages gained by the presence 
of any one toe is offset by the deformity and dis- 
ability which ensues. Surgery of great toe com- 
mands conservative treatment as it represents 
one of the tripods of the foot, and the anterior 
portion of the transverse arch. 

Lisfranc’s or Hays’ amputation, both of which 
are tarsometatarsal disarticulation, render the 
most useful stump in the foot. This is espe- 
cially true when the function of the flexor and 
extensor groups of muscles has been retained. 
Where an unbalance of such function has been 
permitted to prevail by virtue of unilateral con- 
tracture of one group of muscles, deformity of 
the foot is likely to occur. The Chopart, which 
is the mediotarsal disarticulation, does not make 
a good stump on account of the tendency of con- 
tracture of flexor group of muscles, with subse- 
quent pes equinus deformity and trophic ulcera- 
tions on the stump. The Pirogoff, which is an 
osteo-plastic operation, has the drawback of 
non-union between the os calcis and the fibula- 
tibia, and of immense difficulty encountered in 
fitting with an artificial foot. Wilson states that 
“the Lisfrane is the only partial foot amputa- 
tion that should be performed.” Symes’ opera- 
‘ion which consists of resection of both melleoli, 
affords another excellent weight-bearing stump 
which cannot be surpassed by any other type of 
‘oot amputation. As this operation removes only 
the foot, it leaves a stump of maximum leverage 
power, which enables the patient to perambulate 
ibout his room without any artificial appliances. 
The extreme bulbosity in fitting the stump is 
the only feature of disadvantage. A long plan- 
‘ar and short dorsal flap is imperative to secure 
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a firm, non-sensitive stump in foot amputation. 

Amputation of the lower third of the leg is not 
considered to be a sound surgical judgment from 
the standpoint of fitting artificial appliances. 
The operation leaves a very long stump with 
very little power of leverage, and therefore 
should be avoided whenever possible. 

Proximal to the Syme, the optimum level for 
amputation of the lower leg is through the mid- 
dle third of the leg, or from seven to eight inches 
below the knee. The traditional “site of elec- 
tion,” four inches below the knee, is now obso- 
lete. With the modern development of artificial 
limbs, a seven to eight inch stump augments 
the locomotive capacity almost one hundred per 
cent. better than the old peg leg with the weight 
borne on the flexed knee. 

(c) Amputation at Junction of Upper and 
Middle Third. Skin Flaps: Generally speaking, 
what applies to the lower leg, may apply to all 
other amputations. The lower extremity being 
a weight-bearing stump, it is of paramount im- 
portance that the scar be placed where the least 
pressure will be exerted. Long anterior and 
short posterior flaps will, in majority of cases, 
place the scar on the posterior distal portion of 
the stump. While this rule pertains to the lower 
extremity, it is not applicable to the upper ex- 
termity. In the latter, the musculocutaneous 
flaps should be of equal lengths in the antero- 
posterior plane, except the hand. Here the pal- 
mar flap is more desirable. 

Fascial Flap: Just as the peritoneum is re- 
garded as being a friend of the surgeon in viru- 
lent infections, in a similar manner the fascia 
assumes the same role to the orthopaedist when 
all the soft tissues have disappeared from the 
stump. Anatomically, the fascia is the most re- 
sistant structure of any soft tissue in the body. 
It is capable of enduring great pressure and 
abuses without suffering much disintegration. 
Its tendency for contracture is nil; whereas mus- 
cles may be retracted in sixty days following 
amputation. With such qualities which the fas- 
cia possesses, every amputated stump should be 
amply covered with fascial tissue. If abundant 
fascia has been utilized in covering the muscles 
and ligaments of the stump, no post-operative 
fear should be anticipated concerning contrac- 
tion of muscles and subsequent deprivation of 
the soft tissues of the-bony stumps. In dissect- 
ing the flaps, it must be remembered that the 
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posterior fascial flap is made long enough to 
adequately cover the entire stump. 

Muscle Flap: The muscles are cut four or five 
centimeters distal to point of bone section and 
separated from bones. All blood vessels are 
firmly ligated. 

Nerves: Must be severed two inches higher 
than the muscles. In order to prevent neuro- 
mata formation, 95 per cent. alcohol is rou- 
tinely injected below neural sheath. There are 
five nerves at this level, which are as follows: 
(1) internal saphenous nerve, (2) posterior tib- 
ial, (3) sural nerve between subcutaneous fat 
and fascia, (4) peroneal communis, and (5) an- 
terior tibial. 

Bones: The fibula and tibia should be freed 
from periosteum at the site of section and sawed 
across. The fibula is to be severed one-half inch 
shorter than the tibia, all sharp spicules of bone 
carefully removed. The periosteum is denuded 
from the bones for a distance of one-quarter inch 
to augment perfect contour and prevent develop- 
ment of bony spurs. Medullary canal is curetted 
for similar reasons. The tibial crest is beveled 
from two to three cm. to avoid abnormal pro- 
trusion beneath the skin. 

Closure of Stump: The muscles are grouped 
about the bone and a purse-string suture of 
chromic cat gut applied to maintain the mus- 
cles firmly about the bones. The redundant fas- 
cia of the posterior flap is now made to cover the 
muscle stump to procure a new insertion for 
the muscles, and sutured to the fascia of the 
anterior flap. Skin is closed with interrupted 
silk-worm gut, with one small rubber tube on 
each side of stump for diminishing the collec- 
tion of fluid. A firm dressing is applied for the 
first thirty-six hours. Leg is copiously dressed 
to maintain a semi-flexed position of knee. 

6657 South Ashland Avenue. 





SOME NOTES ON THE DIAGNOSIS OF 
CARCINOMA FROM THE BLOOD 
SERUM* 


Howarp M. Jamieson, L.R.C.P., Edin., 
F.R.I.P.H., London, F.A.C.P., etc. 
CHICAGO 


For hundreds of years countless workers have 
been engaged in the study of cancer from one 
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angle or another, most of them working to find 
a cause or a cure for the disease. As far back 
as 520 B. C., Herodotus records that Demo- 
cedes treated Atossa, the wife of Darius, for a 
breast cancer, affecting a cure. Unfortunately 
no record has been left as to his method of treat- 
ment, so that we are as far back as we were 2410 
years ago in that respect. One hundred years 
later, Hippocrates, in 420 B. C., gives us a very 
excellent description of the disease, as it affected 
the breast and certain internal organs, the trou- 
ble in those days being ascribed to the “black 
bile” which was sometimes found. He, however, 
was too wise a man to claim any cures. 

The next records we have date from 10 to 190 
A. D., between which years Celsus, Pliny and 
Galen suggest various forms of treatment, 
though none of them claim any cures. It is 
rather interesting to note that some of these 
forms of treatment, such as the actual cautery 
and the use of powdered charcoal to absorb the 
unpleasant odor, are still in use today, 

Since then, almost everything which has ever 
caused any form of trouble has been put forth 
as a possible cause of cancer, and almost every 
conceivable form of treatment and almost every 
drug ever heard of, as well as some forms of 
treatment hardly conceivable, has been heralded 
from time to time as a cure. 

Nearly every young pathologist has had a try 
at it from one or other of these angles, and 
although from time to time, somebody has 
seemed to be getting very near the endpoint, up 
to the present no person has ever really reached 
a place where his or her theory and procedure is 
universally satisfactory— their theories have 
always fallen down somewhere. 

The only things which have been established 
beyond dispute are the well-known factors of 
chronic inflammation and chronic irritation as 
partial causes, but only partial causes. 

Therefore, it seems that in the present state 
of our knowledge, the most important thing is to 
make an early diagnosis. To really effect a cure, 
this diagnosis must be made very early, as by 
the time we get a clear-cut clinical picture of 
carcinoma, the condition is usually so well estab- 
lished that real cure is practically hopeless. 

In view of this I determined that it would be 
more useful, for the present, at any rate, to work 
along lines that would perhaps lead to the diag- 
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nosis of the disease while it was still in a suffi- 
ciently incipient stage to give at least some 
promise of complete eradication, and considering 
that usually by the time there is sufficient growth 
to recognize clinically the condition is well 
established, it seemed that something in the way 
of chemical change was most promising. 

Several tests have been devised from time to 
time for making a diagnosis from certain 
changes in the blood serum, all of which have for 
a time given considerable promise, but have 
finally broken down as real reliable tests, as it 
has been found that other conditions than cancer 
would give positive results. I studied what I 
could find in the literature on the subject, which 
was not very much, and finally came to the con- 
clusion that if there were two tests which would 
give fairly accurate results, the fallacies in which 
arose from radically different causes, the use of 
these two tests in conjunction with one another 
should promise something useful, especially if 
the clinical picture were suggestive, and it was 
along these lines that I went to work. We shall 
now consider briefly some of these tests and their 
advantages and disadvantages, and pick out the 
two most useful for general use. 

One of the most constant abnormalities in the 
blood serum is the rather marked increase in the 
power of the serum to inhibit the action of the 
trypsin ferment, which antitryptic power we 
know is present to some extent in normal serum. 
Meyer, Herzfeld, Roche and others found a 
marked increase in 90% of there cancer patients. 
This antitryptic power can be measured by find- 
ing the lowest dilution of serum, i. e., the dilu- 
tion containing the least amount of serum, which 
will cause any inhibition of this ferment’s action. 
[ have worked this out as an index, calling it 
the antitryptic index, calling the dilution of nor- 
mal serum 1, and expressing the dilution of the 
test serum as a fraction or multiple of 1, in 
the same way that we work out a color index, 
or an opsonic index. Thus, if we find that a 
dilution of 1-50 of normal serum just allows the 
complete digestion of a fixed amount of casein in 
a fixed time, and we find that a dilution of 1-150 
of the test serum just permits complete digestion 
of the same amount of casein in the same time, 
we call the antitryptic index of the abnormal 
serum 3.0. This raised antitryptic index, how- 
ever, is found in other conditions than cancer; 
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sarcoma, for instance, will give an index as high 
as from 1.6 to 2.3, and most diseases accompa- 
nied by much leucocytosis will give a raised 
index, sometimes as high as 1.8 to 2.0. This was 
noted by Weil and Schlecht, and led to their dis- 
carding this test as a means of diagnosing can- 
cer. In carcinomatous cases, however, we find 
a rather higher index than in most other condi- 
tions, sometimes as high as 3.8 or even in ad- 
vanced cases 4.0. This increased antitryptic 
power has been ascribed by S. M. Lewin to pro- 
teolytic ferments discharged into the blood 
stream by the disintegrating tumor cells. 

Then there was the Meiostagmin reaction, 
which was based upon a change in the surface 
tension of the serum. But it was observed that 
many pathological conditions also showed this 
change, and that it was also seen in perfectly 
normal pregnancies, so that it had to be dis- 
carded as of no great value, when used by itself. 

Next, there was the epiphanin reaction of 
Weichardt, which depends on a change in the 
alkalescence of the serum. This was found posi- 
tive in 81% of a series of cases examined by 
Jazsa and Tokeoka, but it was also observed that 
there were variations in the results due to factors 
not quite understood—sometimes the same speci- 
men would give different results at different 
times, thus indicating that some alteration takes 
place, varying with the length of the interval 
between the collection and the examination of 
the blood. The results, therefore, were mislead- 
ing, and none too reliable. 

Stammler found that most tumor extracts 
exhibit more or less opalescense, which is cleared 
up by the addition of the serum from a can- 
cerous patient, with the formation of a slight 
precipitate, while most normal sera, or sera from 
other pathological conditions fail to do so. How- 
ever, it was found that some normal sera will 
produce this result, while sera from patients who 
are definitely cancerous sometimes fail to give 
the reaction. I have found the results constant 
only when the serum is from the same patient 
as the tumor from which the extract is made, 
and as this necessitates the removal of the tumor, 
I rather doubt its value, especially as the tumor 
is already available for histological examination, 
which is far more satisfactory than any form of 
chemical test. ; 

Next, Ransahoff observed that the injection of 
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3 to 5 ces. of serum from cancerous patients into 
guinea pigs which had been sensitized by the 
injection of 1 cc. of cancerous serum, produced a 
very weak, if any at all, anaphylactic reaction, 
while normal serum would produce a very pro- 
nounced reaction in such a sensitized guinea pig. 
He therefore concluded that a degree of im- 
munity was conferred by an immunizing sub- 
stance derived from the tumor, since there was 
immunity to the cancerous serum, and not to 
the normal serum. He found this test positive 
in 92% of his cancer series, doubtful in 5%, 
negative in 3%, and always negative in other 
conditions. This is, therefore, a fairly good test, 
but rather cumbersome and a lot of trouble, and 
not only takes considerable time but makes seri- 
ous inroads on the stock of laboratory animals, as 
controls must be used. 

Now, I have tried all these tests from time to 
time, and have found moderately good results 
from all of them, particularly Ransahoff’s test, 
but all of them break down at some point or 
other, and most of them will not differentiate 
carcinoma from sarcoma. 


I have, therefore, come to the conclusion that 


the test devised by Botelho, with slight modifi- 
cations suggested by Ewing, and still further 
modifications which I have worked out, to be the 
most satisfactory, not only on account of its re- 
sults, but from the point of view of its simplicity, 
and the ease of carrying out the test. By itself, 
however, it is not notably more accurate than 
some of the other tests, but we must consider the 
fact that the conditions which give misleading 
results in this test and in the measuring of the 
antitryptic index are radically different, and so, 
when these two tests are run together on the 
same patient, the results are gratifyingly accu- 
rate. In a series of 79 cases, all proved by his- 
tological examination, either post-operative or 
post-mortem, to be carcinomatous, 74 positive 
tests have been observed—93% accuracy. Of the 
remaining five, two had been, and still were 
being treated with radium, while the remaining 
three were cases of surface epitheliomata. How- 
ever, it is claimed by some authorities that epi- 
thelioma is not a true cancer, and if this is the 
case, it may be merely a further support for this 
work. At the same time, it is only fair to say 
that six of the cases which gave very good posi- 
tive results were also surface epitheliomata. 
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The test itself is a precipitation one, and re- 
quires nothing in the way of an antigen. The 
only things required are the two reagents which 
I shall describe, the serum to be tested, and 
known positive and negative sera for use as con- 
trols. All changes from the original reagents 
devised by Botelho have been in the No. I re- 
agent, the No. II having been found most satis- 
factory as it was originally made up. The No. I 


reagent of Botelho was composed of: 
Formol (a commercial preparation of formaldehyde 


in methyl alcohol and water) 
NSIS RNIN sa avasara vaso and a6 HAREM Sisce’s Sie Sse are Ra eee 4.95 grams, 
Distilled water to 

Ewing found a better result by using pure for- 
malin without the methyl alcohol, thus: 


I found very good results from this reagent, 
but I believe I got even better results from the 
addition of 0.25% of sodium citrate, thus: 


Formalin 1 ce. 
SON RE ois 2/6 60s a dieisg aed 3a cesieaaies waren 0.25 grams. 
ASSINRE WMDs ars Viclksiora ieee icone. dan ds dewie sca ean csi 4.74 grams. 
Pure Iodine Crystals 

Distilled water to 


The No. II reagent is composed of: 


Pure Iodine Crystals 
Potassium Iodide 
Distilled water to 


The test is carried out by the addition of 0.25 
ce. of the serum to be tested to a small test tube 
(I use ordinary Kahn or Wassermann tubes) 
containing 2.0 cc. of No. 1 reagent, which is then 
inverted two or three times, to mix thoroughly, 
without the formation of a foam. Then 0.7 cc. 
of the No. II reagent is added slowly from a 
pipette. A flocculent precipitate is formed 
which in most cases (in all cases where a normal 
serum or a non-cancerous one is used), dissolves 
on thorough mixing. Then a further 0.2 ce. of 
the No. II reagent is added, which forms a fur- 
ther precipitate, which persists after mixing if 
the reaction is a positive one. If the precipitate 
persists after the addition of only 0.7 cc. of the 
No. II reagent, the test is strongly positive. J 
have graded the results from the formation of 
a light or heavy precipitate after the addition of 
0.7 or 0.9 ce. of the No. II reagent, in this 
manner : 


Heavy precipitate after 0.7 cc 
Light precipitate after 0.7 cc 
Heavy precipitate after 0.9 cc 
Light precipitate after 0.9 cc 
No precipitate 
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All 1 plus reactions should be considered as 
doubtful, and should be repeated, with a new 
specimen of blood, if possible. 

Several workers have encountered excellent 
results in their series, some 75% and some even 
more. Fry found positive results in other con- 
ditions than cancer—in patients free from can- 
cer, but suffering from chronic inflammatory 
processes accompanied by much cell proliferation 
and disintegration. Stoupel considered that the 
test was of considerable value in doubtful cases, 
while Baty and Greene did not think that it 
was of much value in any case. 

Just what this precipitate is seems rather 
doubtful, but it is the opinion of several workers 
that it is some form of protein, though exami- 
nation of the blood by ordinary methods does 
not show any particular increase in the total 
amount of protein present. Several workers who 
have tried out the test believe that something is 
precipitated which is produced by the carcinoma 
cells in the process of their disintegration, which 
is not present in normal serum. 

Now, of course, we get disintegration of 
newly formed cells in some chronic inflamma- 
tory conditions, which probably explains the 
results obtained by Fry, particularly if these 
were the type of chronic inflammatory condition 
which has been called “pre-carcinomatous,” and 
on this point we have no information. At any 
rate, it is often very difficult to draw any distinct 
line between the pre-cancerous and the definitely 
cancerous stages. However, it would appear that 
this is merely one more indication for the neces- 
sity of estimating the antitryptic index along 
with the carrying out of the Botelho reaction, 
because the fallacies of these two tests arise from 
quite different causes, which are not likely to be 
confused. In addition there are usually some 
suspicious clinical signs which have led the phy- 
sicilan in charge to have the test made, and, of 
course, we must never lose sight of the clinical 
side of the cases. 

Briefly, then, I consider that a positive Botelho 
reaction, with an increased antitryptic index, 
especially if this be 3.0 or over, is sufficient to 
warrant a diagnosis of cancer in any suspicious 
case, 

A summary of the 79 cases in this series, all 
of which were proved to be carcinomata by his- 
tological examination, may be of interest. Of 
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these histological proofs, 17 were obtained post- 
mortem, and 62 after operation. Of course, the 
17 post-mortem cases were ones in which there 
was little or no doubt as to the diagnosis at the 
time when the blood tests were made, but some 
of the others were decidedly doubtful, at least 
from the clinical point of view alone. In three 
of the cases, though there was some suspicion 
of carcinoma, the diagnosis was by no means cer- 
tain. However, with their suspicions and the 
laboratory report the surgeons felt sufficiently 
sure of their diagnosis to operate, and in each 
case a definite cancer was found. I have not yet 
seen a really definite case of carcinoma which 
gave a negative test, though as has been men- 
tioned, there have been five which gave doubtful 
reactions, two of them being cases which had 
been treated with radium, which we may thus 
conclude causes the tumor cells to disintegrate 
in a different manner, so that whatever it is 
which is precipitated by the Botelho reagents is 
either retained in solution or is not produced as 
one of the end-product of the disintegration. 

The other three doubtful cases were surface 
epitheliomata, and perhaps these disintegrate in 
a different manner, or maybe the subsfance 
which is precipitated becomes oxidized by con- 
tact with the air, this oxide not being precip- 
itable by the reagents used. 

However, even these five cases gave at least 
doubtful reactions—the faintest trace of a cloud- 
iness—so that there was a definite change, as 
compared with normal serum. Cases treated by 
x-ray did not vary from untreated cases, so far 
as the laboratory work is concerned. 

Of course, no test is of much value unless we 
know that a like result is unlikely to be pro- 
duced by other conditions. So as negative con- 
trols, I have examined the sera from approxi- 
mately 500 cases—many of which had been sent 
to the laboratory for Wassermanns or Kahns, but 
some also for Widals and other tests. In every 
case where the reaction was at all doubtful, the 
doctor who had sent in the blood was asked for 
some clinical notes on the case, to rule out the 
possibility of a cancerous condition. In less than 
1% of these cases (4 in all) was a definitely 
positive reaction obtained, and these were all 
long-standing cases of syphilis, with breaking 
down gummata, and we already know that some 
of these may become malignant. Approximately 
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8% of these controls, however, gave doubtful 
reactions, but investigation showed that these 
had been treated for syphilis with arspenamine. 
Treatment by other methods—mercury, iodides, 
bismuth, and even substances so closely akin to 
arsphenamine as neo-arsphenamine did not tend 
to give positive or even doubtful results in the 
vast majority of cases. Patients with typhoid 
fever never have positive results. All the cases 
in this group of doubtful reactions gave only 
slightly raised, if raised at all, antitryptic in- 
dices, the highest being 2.0, and that only in two 
cases, 

One very interesting case in the series was that 
in which the clinical signs were typical of 
abdominal carcinoma, of indefinite location, with 
an antitryptic index within carcinoma limits— 
2.3—but a negative Botelho was obtained on 
four separate occasions. However, the surgeon 
was sufficiently confident of his diagnosis to 
operate, as anybody else would, with the clinical 
picture presented, so an exploratory laparotomy 
was performed, which showed a large indefinite 
mass of much enlarged glands throughout the 
abdomen. One of these glands was taken out for 
biopsy and proved on microscopic examination to 
be a lymphosarcoma, and not a carcinoma at all. 
Another was that of a blood sent in for a Wasser- 
mann, with no suspicion of cancer, which gave a 
positive Botelho and a high antitryptic index. 
These results were called to the attention of the 
doctor, and a thorough examination of the 
patient made, which revealed a just beginning 
cancer of the cervix of the uterus, in a still easily 
operable stage, which followed by radium treat- 
ment, has made an apparently complete recovery. 

I have been unable to check up on the patients 
to see when and if the reaction becomes negative 
after treatment, partly because of my removal to 
another part of the country, and partly because 
of the recent date of most of the operations, but 
I think that we can assume that, if the tumor 
has been completely removed, the reaction should 
become negative, because the cell-disintegration 
which we assume to be origin of the precipitable 
substance has been stopped. 

To sum up the work done up to the present, 
then: 

1. In the present state of our knowledge, the 
most important thing in connection with cancer 
is its early diagnosis, in view of the fact that by 
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the time the clinical picture is really distinct, 
the case is very often hopeless, so far as cure 
goes. 

2. Of the several available tests the most 
promising are the Botelho reaction and the anti- 
trypsin index estimation used together, the con- 
ditions which give misleading results being quite 
different in the two tests, and therefore, the two 
together being a much safer guide. 

3. Too much confidence should not be placed 
in the Botelho test or the estimation of the anti- 
tryptic index alone, an opinion being expressed 
after the two have been carried out together. 

4, The pathologist in this case, as in all 
others, should not lose sight of the clinical side 
of the case, and should not give a diagnosis of 
cancer, no matter how definite his laboratory 


findings, but should only express his opinion that . 


in view of his findings, the patient probably has 
a carcinomatous growth. 

5. The Botelho reaction may be doubtful, but 
never really negative, in cases of cancer which 
have been treated by radium, while treatment by 
x-ray does not seem to affect the reaction. 

6. The reaction may be doubtful, but never 
really positive, in cases of syphilis treated by 
arsphenamine, but not in other methods of treat- 
ment. It may, however, be definitely positive in 
cases of breaking down gummata. 

On the whole, therefore, we may conclude 
that after a little more investigation along these 
lines, the use of these two tests of the blood 
serum may come to be of considerable value in 
the early diagnosis of cancerous conditions, al- 
though the difficulty of getting hold of the 
patients at a sufficiently early stage to be of value 
will still persist until the general public has been 
educated to the point of having regular periodical 
general examinations made. And, in addition, 
it is not impossible that some further develop- 
ment of the technique may become useful in 
helping us to determine whether or not a tumor 
of the carcinoma type has been completely eradi- 
cated. 

7634 St. Lawrence Ave. 


DISCUSSION 


Dr. F. C. Archibald, Decatur: I think Dr. Jamieson 
has something that would be well worth while for 
different members of this section to try out in their own 
laboratories. It is simple if you will just try it. I 
should like to urge it among different members where 
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I think they will 





they cannot get to Dr. Jamieson. 
find it is worth while. 

Dr. F. Flinn, Decatur: We have sent specimens 
from our hospital to Dr. Jamieson on cases that were 
very indefinite and the tests all came back at least 2 plus, 
and after the operations they all proved to be car- 
cinomas. I think we had eight cases. 

Dr. H. M. Jamieson, Chicago: I know that I made 
sonsiderable headway with this work while I was in 
Decatur, and I got a number of cases from Dr. Flinn 
and also from Dr. Archibald. 





GONORRHEAL KERATOSIS 

(Case Report With Experimental Studies*) 

SAMUEL J. SULLIVAN, M. D., 

Harry C. Rotnick, M. D., and 
CLEVELAND J. WHITE, M. D. 
CHICAGO 

The rarity of this clinical entity, together 
with some instructive experimental findings, 
prompts the reporting of this case. Several 
terms have been used to designate this condition, 
a quite common one being keratoderma blen- 
norrhagicum. Most investigators have found 
histologically that it is really a dermatitis and 
not a keratosis. While it is associated with 
other gonorrheal manifestations as urethral dis- 
charge and arthritis, some insist that there are 
other etiological factors besides a gonorrheal 
basis. The designation, gonorrheal keratosis, 
closely describes the condition clinically al- 
though actually not the absolute correct termi- 
nology. 

Historical. Perusal of the American literature 
reveals this case to be the fifteenth case to be 
recorded in this country. No doubt, many more 
have been observed. All have been in males. 
Only three foreign cases have been in females. 
The first case to be reported was by Vidal in 
1893, with a minute description of the disease, 
which he mistook and treated as a syphilitic. as- 
the beginning. In 1899 Buschke divided all 
gonorrheal skin afflictions into four: classes: 
1. Simple erythemas. 2. Urticaria and Hrythema 
nodosum. 38. Hemorrhagic and Bullous ex- 
authems. 4. Hyperkeratoses. At this time only 
six cases of keratoderma blennorrhagicum had 
been reported in the world’s literature. 

Simpson! reports the first case in this country 





*From the Hospital of the House of Correction, Department 
of Health, Dr. Arnold H. Kegel, Commissioner of Health, 
City of Chicago. Read, before the Chicago Urological Society, 
March 27, 1930. 
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in 1912. Recent case reports have been published 
by Stillians and Zeisler?, Kretschmer*®, Keim‘, 
Wilmott®, Scholtz*, Millis’, and Rosenberg and 
Silver®. 

CASE REPORT 


A young adult male was first seen by one of us (S) 
on June 10, 1929, having thick scaly plaques on the 
hands and feet, with marked pain in several joints. 
His history revealed that he first had a gonorrheal in- 
fection in 1917, which was treated and cured. The 
second occurred in June, 1920, when the patient treated 
himself for six weeks and the discharge stopped. The 
third in 1923 was followed by a gonorrheal arthritis 
starting in the right knee. At this time he stated that 
he was admitted to the Detroit Emergency Hospital, 
where the knee was aspirated. Other treatment con- 
sisted of an external urethrotomy, bladder irrigations 
and sounds. His fourth infection started in March, 
1928, and after two weeks of treatment his left ankle 
became swollen and very sore; the same condition in 
the right knee and the right ankle. Three days. after 
the arthritis started, patient noticed a purulent dis- 
charge between his toes, the surfaces becoming raw, 
and after ten days thick, hard callous areas appeared, 
which were wart like in appearance. Later the patient 
noticed that the skin under the finger nails was becom- 
ing inflamed. He probed under a nail with a penknife 
and a serous discharge escaped. As the nail areas of 
his hands and feet were becoming more inflamed he 
noticed a peculiar looking yellowish pimple-like lesion 
in the region of his left ankle. The inflammation in- 
creased around and under the nails of both hands and 
feet and there was a piling up of a grayish horny like 
substance. These lesions were not painful unless they 
were injured. The joints, however, remained painful 
with limited motion. On May 2, the patient was sent 
to the Cook County Jail where local injections were 
given for gonorrhea. Later the patient was transferred 
to the House of Correction Hospital and was seen on 
June 10, 1929. 

Physical examination at this time revealed a thin 
adult white male who was bedridden because of painful 
joints and who complained of an obvious skin affliction 
and a urethral discharge. The general physical exam- 
ination, including ,the cardiac, vascular, neurological, 
alimentary, anq respiratory systems, was essentially 
negative. _ The genital system revealed a urethral dis- 
charge with du ‘infan‘éd stheatus; testicles and epididy- 
més nornial-in shape thd 3*ze. The prostatic lobes were 
eaually enlarged and slightly tender. The seminal ves- 
zcleg were ‘palpabie and moderately tender. Massage of 
these parts greatly increased the discharge. There was 
an inguinal adenopathy but no tenderness. Practically 
all the joints on the lower extremities were painful on 
palpation, passive and active movement. The knees and 
ankles were most actively involved. The right wrist 
and left elbow were also involved to a moderate degree. 
The sacroiliac synchondrosis was also tender on palpa- 
tion. 

The skin presented thick keratotic plaques which were 
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most abundant on the fingers and toes. Less horny-like 
areas were present on the scalp, which resembled a very 
severe seborrhic dermatitis. On the pubis and scrotum 
were similar lesions of about the same severity as the 
scalp. Around the joints, especially those involved 
with an arthritis, were more of these horny-like lesions. 
Other parts of the extremities, the abdomen and the 
chest presented smaller lesions with a crust much less 
horny in appearance. It seemed that the class or type 
of lesion varied with the type of skin. The skin of the 
soles of the feet being naturally calloused presented 
lesions which were very thick, crusted and horny. Un- 
der the nails where there is naturally an excess of re- 
dundant tissues, there was a piling up of this massed 
dead tissue until some of the nails stood at right angles 
to the fingers. On the hairy regions was the type that 
resembled a severe seborrhic dermatitis and on the 
smoother parts of the body the lesions resembled a 
shaded droplet of waxy substance. In general this case 
fitted in very well with the fourth division of Buschke’s 
classification; that is, the hyperkeratotic type. 

The serology for syphilis was negative, including both 
the Wassermann and Kahn. The urine was acid, showed 
a trace of albumin, many shreds, many pus cells, but no 
casts. A smear from the urethral discharge showed 
gram negative intracellular diplococci. Smears from 
the serum of the various lesions showed no evidences 
of gonococci. 

Histo Pathology. Sections were made by Dr. Stuart 
C. Vaughan, Pathologist at Wesley Memorial Hospital. 
Section of old dried keratotic lesions showed that there 
was a hyperemic border surrounding the typical crusts. 

Sections of a new droplet type of lesion revealed some 
vesicular lesions in the involved areas. Thus, as other 
investigators have said, the histological picture is that 
of a dermatitis, not a keratosis. 

Experimental Studies. These were carried out by 
means of the ordinary method of scarification and auto 
inoculation. The materials used were first, a control; 
second, serum from under scab of a new typical droplet 
lesion; third, the urethral pus; and fourth, serum from 
under scab of an old thick horny lesion. 

These vaccinations were placed on the areas over 
backs of the shoulders where no evidence of lesions 
previously existed. 


EXPERIMENTAL DATA ocrves as 


New Lesion of . « * Old. Lesior 
6/17/29 Control Serum Urethral Pus Serum 
6/19/29 iS nets atic . 
6/20/29 ee red soo red > a : 
6/24/29 very red vesicle large 0 
6/26/29 very red areola and hyner- - 
keratosis oo 
areola and hyper- 
keratosis 


Se 
6/27/29 very red 
6/28/29 vesicle and 
crust no change 
pustular hyper- 
keratosis no change 


7/2/29 


7/8/29 
7/8/29 pustule 
rubbed off decreasing 


*Rx started. 
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Treatment and Progress. Treatment was 
started on June 29 after new lesions had been 
produced from the urethral pus and from the 
serum from an original lesion. The treatment 
consisted primarily of a nourishing diet includ- 
ing fresh fruits, milk, eggs and vegetables. 
(Previously the patient had been on routine 
prison diet.) The prostate was massaged twice 
weekly, and the vesicles were stripped down. 
Warm irrigations of a weak solution of potassium 
permanganate or boric acid were used every other 
day; on alternate days instillations of a 1 per 
cent. solution of a proprietary preparation called 
venargen (a diamino silver in oil) were used. 
One c. c. of gonorrheal vaccine was injected sub- 
cutaneously two to three times weekly. On July 
31 a vasotomy was done (R & 8) at which time 
10 e.c. of collargol was injected into each vas 
deferens. 

Ten days after treatment was started an at- 
tempt was made to reproduce a new lesion from 
the urethral pus following prostatic massages. 
This attempt failed completely. 

The condition of the patient improved quite 
rapidly following the instigation of treatment. 
After ten days of treatment the nails were be- 
coming blackened and were dying; the matrix 
was becoming more inflamed. In two weeks the 
patient was able to move the still swollen joints 
with a marked diminution of pain. A month 
later the patient was able to get around on 
crutches; the right knee being the most trouble- 
some joint. The nails had come off and new 
nails were growing. Large masses of horny tis- 
sue had pealed from the soles of the feet. Six 
weeks after the instigation of treatment the pa- 
tient had a sudden rise in temperature up to 
103° which lasted from six to eight hours. No 
reason for this fever was found. 


. Harly in September, two months after start- 
ing, treatinent, the patient was walking around 
the hoscital with the aid of a cane; he had gained 


about twelve pounds in weight. All the joints 
except the right knee had full motion without 
pain. The new nails were progressing nor- 
mally except for a small amount of keratotic tis- 
sue under the tips. At this time the patient left 
the hospital due to legal complications. A re- 
port from the penal institution where he is now 
incarcerated states that he is physically capable 


and shows no evidence of the lesions described. 
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SUMMARY 


1. The type of lesion varies with the type of 
skin where lesion occurs. 

2. The lesions are probably caused by both 
the toxins of the gonococci, and by the gonococci 
themselves, as suggested by the experimental 
studies. 

3. Local urological treatment, undoubtedly, is 
the treatment of choice. 

t. After stringent treatment was instigated 
the urethral pus did not produce new lesions. 
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THE EARLY DIAGNOSIS OF GLAUCOMA* 
(. W. Geterr, M. D., and J. H. Rorn, M. D. 
KANKAKEE, ILLINOIS 


Upon first thought there does not seem to be 
any reasonable excuse for presenting a paper on 
the diagnosis of glaucoma before this section. 
If we were to present a description of obvious 
glaucoma it would be a waste of valuable time 
on this already crowded program. But we be- 
lieve that a discussion of incipient or preglau- 
coma is not presuming. If we are to wait until 
a majority of the classical symptoms of intra- 
ocular hypertension are present we are con- 
demning the patient to a certain irreparable loss 
of vision. If a diagnosis of impending glaucoma 
can be made before there is extensive loss of 
peripheral fields and before a large paracentral 
scotoma has developed we have a right to con- 
gratulate ourselves. However, if we delay our 
diagnosis or disregard the very early symptoms 
until we have sufficient evidence of the disease 
to make a definite diagnosis we should be subject 
to criticism. We all realize that the earlier that 


*Read before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Meeting, May 20, 1930. 
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treatment can be established in glaucoma the 
more satisfactory are the results. 


It is not necessary to have access to expensive 
equipment to make a diagnosis of incipient in- 
traocular hypertension. Improved and expen- 


sive equipment is much to be desired and is a 
convenience ‘but will not be commonly found in 
the offices of the average down-state oculist. We 
simply propose to review a few of the early find- 
ings by inexpensive and uncomplicated methods. 


We are not interested, in this brief account, 
in the etiology, pathology or treatment of intra- 
ocular hypertension. We are not interested in 
acute glaucoma, a condition which is only too 
evident to the observer. We are not concerned 
with glaucoma well established, where the fields 
and vision have been markedly reduced, disks 
cupped and grey and the eye preceptibly hard 
to palpation. We are only trying to review a 
few helpful hints about intraocular hypertension 
before irreparable damage has been done by the 
disease. We feel that in a condition as unsatis- 
factory of management as chronic intraocular 
hypertension it is better to be overcautious than 
dogmatic in the very early stages of the disease. 
Being constantly on the alert may cause us to 
change our diagnosis at times, but we will be 
more likely te make earlier diagnosis and save 
vision. Overcautiousness of the oculist may 
cause certain types of patients to become too eye 
conscious whereas dogmatism may give other 
types of patients a false sense of security. 

Glaucoma is most common in the presbyopic 
period and for that reason we should regard the 
presbyope as a potential intraocular hyperten- 
sion patient. That does not mean that we should 
condemn every presbyope to glaucoma, but with 
this particular patient we should be especially 
awake to its possibility. There are patients, 
whom we have had under observation for many 
years, of whose refraction we are reasonably cer- 
tain. Suddenly we find those patients becoming 
more hyperopic. Before we subscribe to this 
change in refraction we should investigate the 
possibilities of chronic glaucoma. Again we may 
be seeing the patient for the first time. He may 
and usually does gives us a history of having 
had several unsatisfactory refractions in a rela- 
tively short period of time. Usually he has from 
two to five or more pairs of-glasses with him. If 
these corrections should be neutralized chrono- 
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logically it would most probably be found that 
the distance correction was increased a quarter 
to a half a diopter each time. Upon questioning 
these patients we find that no attempt had been 
made to take the fields of vision either peripher- 
ally or centrally nor any attempt made to ascer- 
tain the intraocular hypertension. We should 
regard all such patients as potential glaucomas, 
at least until proven otherwise, and needless +o 
say that this can not be done on one observation. 

When a patient tells us that he has difficulty 
reading at night when he has had a satisfactory 
correction within a reasonable length of time 
and that he has difficulty entering buildings 
from outdoors, we should not pass up the history 
as whim of the patient, but should give it some 
consideration. In this history the patient is un- 
consciously giving us his light differential. With 
a history like this we only need a photometer 
as a means of confirming the symptoms. There 
is a very simple method of estimating, in a rela- 
tive manner, this particular aspect. Granting 


that with a perfect refraction and with the 
proper addition for near that the patient is able 
to read the finest print on the test card, but 


when the room is darkened to such an extent 
that the examiner is barely able to read the fine 
print and the patient cannot, or even the next 
size type, we have a relative estimate of his 
light differential, of course excluding other 
pathology. The same may be accomplished with 
the Williams railroad lamp for testing color per- 
ception. If we all had the means, space and time 
to afford a light differential apparatus we prob- 
ably would be surprised to find the number of 
older patients who have reduced light differen- 
tial. This does not necessarily mean that every 
reduced light differential is an incipient glau- 
coma, but it does mean that glaucoma should 
either be ruled in or out of the case. Reduced 
light differential is one of the earliest symptoms 
of impending glaucoma. 

Central vision is a poor index upon which to 
work in preglaucoma. Central vision is too 
many times retained even when the disease has 
progressed over an extended period of time. 
However, when the patient retains good central 
vision until late in the disease and that vision 
then starts to become impaired the progress is 
rapid in spite of medical and surgical treat- 
ment. Many times a patient will be able to read 
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20/20, but he will tell us that he does not 
see it clearly or a part of the line on the test 
card is clear but the rest of the line disappears. 
Here again the patient is unwittingly hinting to 
us that he has a possible paracentral scotoma. 

Few of us like to take fields. It consumes 
time and is a monotonous task. If we have capa- 
ble and conscientious assistants this drudgery 
may be delegated to them. However, this is im- 
portant that repeated fields on the same indi- 
vidual should be taken by the same operator. 
There is a fine technique in taking fields and the 
results are really important, though as a rule we 
consider the taking of fields as only relatively 
accurate, 

The peripheral fields suffer early in the dis- 
ease. This may be difficult to differentiate from 
other diseases in their incipiency. The nasal 
field usually suffers first. This may be a uniform 
loss of a sector like cutting off the field in the 
median line and considered by Ronne as an early 
indication of very serious intraocular hyperten- 
sion. With a great loss of peripheral fields, not 
ascribable to other pathology, we should contine 
our routine in the investigation of intraocular 
hypertension. 

More important than the peripheral fields is 
the paracentral scotoma. This together with 
the light differential are the earliest findings in 
chronic simple glaucoma. The paracentral sco- 
toma is difficult to determine. We have various 
types of instruments to estimate the paracentral 
scotoma or what was once erroneously known as 
an enlargement of the blind spot. The para- 
central scotoma occurs early in chronic simple 
glaucoma and partially surrounds the blind spot 
or may be very closely associated with it. This 
loss of field may very early in the disease be 
associated with the peripheral loss and even con- 
nected with it. Perhaps the most satisfactory 
instrument we have at present to outline this 
central loss is the electric campometer. But all 
such instruments are expensive and if the aver- 
age oculist in a down-state city could financially 
afford the outlay for such instruments it is 
doubtful if he could afford the office space neces- 
sary nor the time and training to adequately 
manipulate them. While we have the perimetric 
are to determine the peripheral field it is inade- 
quate in estimating the paracentral field. There 
are several campometers on the market that are 
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fairly satisfactory, but there is no instrument on 
the market that can handily answer both pur- 
poses except the tangent screen. 

The tangent screen can be constructed of a 
commercial black window shade which may be 
suspended on an ordinary curtain roller from the 
ceiling so that it may be rolled up out of the way 
except at such times as it might be in use. A 
small white circular spot may be painted at such 
a position so that it will be on the level with the 
direct gaze of the average patient seated. With 
this as a radius circles may be traced with a very 
soft lead pencil as follows: 

Angle of 10 degree radius of 6.25 cm 
Angle of 20 degree radius of 14.28 c m 
Angle of 30 degree radius of 25.00 c m 
Angle of 40 degree radius of 40.00 c m 
Angle of 50 degree radius of 62.50 c m 
Angle of 60 degree radius of 100.00 c m 
Angle of 70 degree radius of 175.00 c m 

From any reputable optical house a 50 cm. 
rod with cubes containing the proper sized colors 
may be purchased. For the peripheral field the 
cubes at one end will contain the colors with a 
diameter of 5 mm. and at the other end of the 
rod the colors which may be used for the cen- 
tral fields will measure 2 mm. in diameter. The 
length rod will give the distance at which the 
patient should be seated from the screen. The 
entire cost of the apparatus should not exceed 
fifteen dollars. Both the peripheral and central 
fields may be obtained on the tangent screen. 
The procedure is more rapid than with the are 
and the campometer and relatively as accurate. 
We can see no reason why any oculist should not 
be able to obtain both the fields and with a slight 
expenditure of money and time the taking of 
fields will become not a drudgery but really a 
fascinating study. 

All paracentral scotomata may not be glau- 
comatous. There may be some choroidal Jor 
retinal defect that may escape detection with the 
ophthalmoscope. None of us need pride our- 
selves on being infallible with an ophthalmo- 
scope. Ordinarily these defects are not progres- 
sive. But if we find these defects progressing 
without any opthalmological evidence to ac- 
count for them we may assume that they should 
rather be ruled into the glaucomatous field than 
out. 

Premature presbyopia may be due to three fac- 
tors. Imperfect refraction, asthenia, which may 
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be associated with some general pathology and 
impending glaucoma. While with the aid of the 
internist we may not be able to convince our- 
selves of the exact cause of the condition we 
should keep the patient under periodic observa- 
tion. We believe that the correction sought by 
the patient, though it may be prematurely pres- 
byopic, should be supplied, because the patient 
is coming primarily for comfort and it may be 
months and even years before we can convince 
ourselves that this particular patient has glau- 
coma. Asa matter of fact many of the patients 
with whom we have more than ordinary refrac- 
tive difficulties in the late thirties and early for- 
ties later show up with the definitely or easily 
recognizable glaucoma. 

Lacrymation is a condition that should re- 
ceive consideration especially in the glaucoma 
age. Investigation having ruled out tear tract 
difficulties, conjunctivitis and refractive errors, 
we should turn our attention to preglaucoma. 
The history may be independent of exposure, 
reading or concentration. The lacrymation oc- 
curs suddenly at almost any time and lasts from 
a few minutes to several hours. The patient 
should be closely questioned as to whether there 
is an actual lacrymation or only a sensation of 
moisture in the eyes, as the latter condition is 
very common in hyperthyroidism. 

Empirically pilocarpin has been prescribed for 
patients complaining of difficulty with close ap- 
plication and found beneficial. These patients 
have in most cases been carefully refracted and 
rechecked, yet they complained that they could 
only read a short period of time. The fields may 
have caused suspicion but the tension under re- 
peated observation was always within normal 
limits. Empirically pilocarpin has been pre- 
scribed in such patients not because there has 
been very much evidence as to actual presence 
of glaucoma but in the hope that it might do 
some good. In most cases the complaint was 
relieved. Later if we should chance to follow 
these patients closely and long enough hyperten- 
sion would be manifest. It has occurred to us 
that miotics might be used to good advantage 
as a therapeutic test, as mercury, iodides and 
arsenic are in lues. 

Patients with vitreous opacities might be good 
candidates for glaucoma. Hypertension in such 
cases might not be a true, simple glaucoma. 
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Though the percentage of chronic simple glau- 
coma may be small in vitreous opacities, we be- 
lieve that the possibilities should be weighed, 
because it is reasonable to expect that if one 
pathological condition is present another might 
follow either as a complication or a sequela. 

Incipient cataracts may at times present com- 
plicating hypertension. It is contestable whether 
the hypertension occurs as a complication or 
merely as a coincidental factor. However, we 
should not lose sight of the fact that while 
watching a cataract until such time as operation 
is imperative or convenient that the patient 
might lose ultimately valuable vision due to hy- 
pertension. The hypertension should be han- 
dled either medically or surgically as the case 
demands. Cataract operation following surgery 
for galucoma should not present unusual diffi- 
culty. 

The fundus examination in the very early 
stages of chronic simple glaucoma reveals prac- 
tically nothing. If we find definite cupping of 
the disks we may rest assured that irreparable 
damage has been done and that the patient has 
lost considerable vision, either peripheral, cen- 


tral or paracentral, and we need not be elated 
on making such a diagnosis. A patient with defi- 
nite cupping of the disks is usually a good can- 


didate for early surgery. The vessels of the 
fundus should be carefully investigated for signs 
of compression especially where the arteries cross 
the veins. The arterial pulsation either with 
digital pressure or the instrument designed for 
the purpose is difficult to obtain and is of only 
relative value except in very expert hands. 

The slit lamp gives valuable information par- 
ticularly in regard to the deposits of the show- 
ers of pigment, steaming of the lens capsule 
and atrophy of the iris. Just how much the 
slit lamp is going to affect the diagnosis of very 
early preglaucoma is problematic, but neverthe- 
less it is one of the valuable aids in the diagno- 
sis of various ocular conditions, and while it is 
not a common equipment in the offices of the 
average small city oculist, there is no doubt that 
in the next decade it will become as much of his 
equipment as the trial case and the ophthalmo- 
scope. 

The final argument in early glaucoma is 
tonometry. Tonometry is another procedure in 
the diagnosis of chronic simple glaucoma that 
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requires very careful consideration. Tensions 
should be taken by repeated observations on the 
individual and always by the same observer. 
It is doubtful if any two observers using the 
same instrument on the same individual can 
obtain the same results. This may be due to 
two factors. There is a difference in the tech- 
nique of the operators and we must consider that 
repeated palpations of the eye within a short 
period of time reduces the intraocular tension. 
Repeated observations should be made as nearly 
as possible at the same hour of the day, because 
intraocular tension varies during the day and is 
also dependent on the type of work to which the 
individual is accustomed. 

The technique of tonometry is important. 
Absolute cooperation of the patient is necessary 
and this requires good anesthesia of the eye. 
The patient should be in the recumbent position 
and the gaze directed in such a manner that the 
cornea is looking absolutely upward. The in- 
strument is placed on the center of the cornea 
and held perpendicularly. No undue pressure 
should be used but the handles of the instrument 
should be depressed sufficiently so that the opera- 
tor is reasonably sure that the instrument is 
resting of its own weight on the eye. Readings 
should be taken quickly and this requires an 
assistant who watches the indicator while the 
operator gives his undivided attention to the 
footplate of the tonometer to see that it always 
remains on the center of the cornea. Readings 
should be taken quickly because the attention of 
the patient is hard to hold and the slightest 
squeezing of the lids or movement of the eyes 
will tend to alter the reading. Very often we 
will find a fluctuation of the reading synchro- 
nous with the pulse. The extremes in this in- 
stance can be disregarded and the means of the 
variation accepted. 

The tonometer should not be allowed to re- 
main on the cornea any longer than is neces- 
sary to estimate the reading. The edge of the 
footplate as well as the plunger is not completely 
rounded off and an unexpected movement of the 
eye under the weight of the instrument might 
result in an abrasion of the cornea. Under ordi- 
nary circumstances this would only result in a 
few hours of inconvenience but with actual hy- 
pertension present might result in a very stub- 
born corneal ulcer and a corneal ulcer in the 
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presence of an intraocular hypertension is not a 
very pleasant situation. 

In the early stages of suspected glaucoma the 
finding of a slight elevation of the intraocular 
tension on a single occasion should not be suffi- 
cient to warrant a diagnosis. However, the re- 
peated finding of the elevation with loss of cen- 
tral or peripheral fields ought to place us on the 
offensive. Occasionally the persistence of a slight 
elevation of tension without other findings might 
be discounted because some patients have a glau- 
coma with a tension of twenty while others are 
normal with a tension of thirty. However, a 
persistence of tension of over 30 should be in- 
vestigated thoroughly and repeated observations 
made. 

Summary: In summary we would say that 
chronie simple glaucoma is a condition which 
may not be absolutely diagnosed in its incipi- 
ency but may be suspected and routine observa- 
tions established in order to prevent ultimate 
loss of vision. Loss of peripheral and central 


fields with reduced light differential are the 
earliest findings in early chronic simple glau- 
Hypertension is not a constant factor 


coma. 
and must be followed up by repeated examina- 
tions before we can be reasonably certain that it 
is present. We cannot afford to be dogmatic 
but should reserve judgment and watchful wait- 
ing is a good policy. Expensive equipment is 
not necessary, but keen observation is essential. 


DISCUSSION 


Dr. W. H. Wilder, Chicago: I think Dr. Roth has 
covered the subject very thoroughly and all I can hope 
to do is to emphasize certain diagnostic tests that are 
necessary in these cases. 

I think we should always bear in mind that any eye 
patient who consults us may at times have hyperten- 
sion. Ophthalmologists in general are aroused to the 
importance of the constant lookout for this insidious 
condition, and this mental attitude prompts us to make 
tests in many cases which may not present the charac- 
teristic and typical features of glaucoma. 

A statement from the patient whose refraction has 
been perfectly corrected that at times he has blurring 
of vision in the course of reading should suggest exami- 
ation of the tension. In cases of simple glaucoma we 
do not frequently have the characteristic signs of the 
rainbow phenomenon when looking at a light. Fre- 
quently, in elderly people we encounter this condition 
that should arouse our suspicion. In many cases the 
rainbow vision may be caused by a thin layer of mucus 
worked into a kind of an emulsion by tears and forming 
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a very thin layer across the cornea thus giving the 
same symptom that we find in congestive attacks of 
glaucoma. Simple irrigation of the eye with boric so- 
lution is sufficient to differentiate this. 

I suppose the essayist has intended for his subject 
“Simple Non-Congestive Glaucoma” and not the con- 
gestive glaucoma which the older writers describe as 
“Inflammatory Glaucoma.” Of course, we should rec- 
ognize that cases of simple or non-congestive glaucoma 
may in certain cases merge into those of the congestive 
type with very much higher tension, viz.: up to 60 or 
70 Schiotz. 

It may be well when we speak of the clinical varie- 
ties of glaucoma to follow the suggestion of Elliott and 
group them in two main classes, viz: Congestive and 
non-congestive. It is the opinion of many students of 
this subject that these two varieties overlap and that 
the congestive may grow out of the simple type or non- 
congestive variety if certain conditions arise. Such fa- 
voring conditions might be chilling of the body, exces- 
sive physical exertion, unusual emotional excitement, 
worry or grief. These are recognized to be prominent 
contributory causes of this condition. 

The main thought that I wish to emphasize is that 
we should in the course of our day’s work bear in mind 
that this insidious condition may be present in our cases 
and if there is any suspicion at all we should be pre- 
pared to take an accurate record of the tension, not 
only with the fingers but with a suitable instrument for 
the purpose of record. 7 

In connection with this subject I want to emphasize 
one other point and that is the importance of the oph- 
thalmologist’s acquiring a very delicate sense of touch 
so that by palpation of the eye he may be able to de- 
termine fairly closely the degree of tension of the globe. 
Simply because we have developed instruments of pre- 
cision for this purpose is no excuse for neglecting the 
important test of palpation with the fingers. As we 
know, Bowman noted elevated tension as +1, +2, +3 
and lowered tension as —1, —2, —3. The ophthalmol- 
ogist should be able to tell with his fingers if the tension 
is normal or slightly below normal, although he might 
not be able to recognize a few degrees of elevation of 
tension above normal, in which case the tonometer 
would come into use. This is as important for our 
work as is the tactile sense in the case of the general 
practitioner who must be able to recognize in his physi- 
cal diagnosis not only the sounds that come from the 
indurated area in the lungs on percussion, but should 
be able to feel on percussion the increased hardness of 
the area, a thing which he can not do so well if he re- 
lies entirely on the pleximeter or a percussion hammer. 

The valuable tonometers that have been brought out 
by Schiotz and others in recent times, beautifully cali- 
brated as they are, will not tell us the absolute truth 
in millimeters of mercury in regard to the increased 
intraocular pressure of any given case. This would 
only be possible if we could use an instrument con- 
nected with a needle that could be plunged into the 
interior of the eye. We can tell, however, from a 
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series of tests in a given time in any one individual 
whether or not the tension is uniformly raised for that 
person and therein lies the value of these various ton- 
ometers and we can be fairly sure that if the instru- 
ment is correctly calibrated that we can arrive at some 
fair approximation of the normal tension. 

Of course, we must always remember that in certain 
cases of faulty corneal curvature, either from regular 
or irregular astigmatism or from actasia or flattening 
of the cornea that we get decidedly different readings 
than when the cornea presents normal curvature, be- 
cause the foot-plate of the instrument has been con- 
structed on this basis. 

In cases where there is considerable abnormality of 
the corneal surface it would be well to use an instru- 
ment such as that devised by Baillart with which one 
can take the tension by pressing on the sclera as well 
as on the cornea. This instrument also has the advan- 
tage that it can be used with the patient in a sitting 
posture whereas the instrument of Schiotz had better 
be used with the patient in a perfectly recumbent po- 
sition. 

It is usually best for accurate observation to have 
one person adjust the instrument and another to read 
off the amount of deviation of the needle. 

These are only a few of the points in the considera- 
tion of this important subject, but I had better avoid 
continuing any further and leave other equally impor- 
tant subjects to the discussion of others. 

Dr. Richard J. Tivnen, Chicago: Dr. Roth has given 
us a practical and sane presentation of this ever inter- 
esting subject. I can add little to his excellent presen- 
tation, but following Dr. Wilder’s example, I may em- 
phasize one or two points which occur to me. 

Simple glaucoma is a type of disease which occasions 
all of us much perplexity and trouble. One outstanding 
difficulty, common to most of these cases is to obtain 
the intelligent co-operation of the patient. It often 
happens that our chief difficulty is to manage the pa- 
tient rather than that of treating his disease. Most of 
these patients want immediate results and as Dr. Roth 
has said many of them feel that a proper fitting of 
glasses is all that they require. Since they experience no 
ocular pain and their eyes give no external evidences 
of inflammation, they can see little practical value 
in undergoing the time consuming routine examinations 
—of visual fields, ophthalmoscopic and tonometer tests 
of the specialists coupled with the general physical ex- 
aminations of the internist. Experience has proven that 
this is the attitude of most of this class of patients. In 
view of this, I have found it of value, at the outset, to 
take time enough to go over the details of the case 
with the patient, stressing in particular the necessity 
of frequent observations over a more or less extended 
period, with the idea of enlisting his intelligent co-oper- 
ation. I have found this plan to prove helpful to both 
the patient and to myself. 

I am in hearty agreement with Dr. Roth in his in- 
sistence that a well organized routine of examination 
comprising fields and tonometer readings be carried out 
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consistently at regular intervals while the patient is 
under our observation. 

Naturally it is time consuming to make these inves- 
tigations but these tests as we know, provide us with 
practically the only dependable data upon which one 
may estimate the clinical progress of the case. 

I feel, too, that we should stress the importance of 
reasonably regular examinations of the patient’s gen- 
eral system in our care of these patients with particu- 
lar emphasis on the cardio-vascular system, arterio- 
sclerosis, etc. I have enjoyed Dr. Roth’s paper very 
much indeed. 

Dr. W. C. Williams, Peoria: Dr. Roth spoke of the 
increase in presbyopia. On the contrary, I have seen 
a very definite increase in myopia in glaucoma. I have 
in mind a case in which myopia increased from around 
two diopters to eight diopters during the course of 
glaucoma in a woman about seventy years of age. 

Dr. T. D. Allen, Chicago: Recently, there has been 
some very interesting work done at the University of 
Chicago, particularly by Dr. Kronfeld, who has come 
there as a full-time professor. Anybody can make a 
diagnosis of a well-established glaucoma, but it is in 
these incipient cases that the trouble lies. One of their 
investigations led to their finding the time of reforma- 
tion of the aqueous. They would abstract the aqueous 
with a needle from the anterior chamber and measure 
the length of time which it took for the tension to come 
back to normal and then compare that with the normal 
case. They found in practically every instance of pre- 
glaucomatous state that the tension came back to nor- 
mal considerably more quickly than it did in the nor- 
mal cases. 

Dr. H. W. Woodruff, Joliet: Regarding this subject 
of the early diagnosis of glaucoma, this is something 
that applies to almost every disease from which the 
human body suffers. I lost a very good friend because 
the diagnosis was not made of pernicious anemia for 
nearly a year, notwithstanding the fact that he had been 
examined by internists. After his death, while in con- 
ference, the internist who had finally made the diagno- 
sis used this expression: “So-and-so should not have 
overlooked that, he should have had that in mind;” in 
other words, if he had been looking for this disease, 
pernicious anemia, it would not have escaped him. 


Glaucoma, I believe, occupies about the ratio of one. 


per cent. of eye diseases. If you have one hundred eye 
cases, one of them may be a case of glaucoma, but you 
have to have the disease in mind, in early cases, other- 
wise it is very, very easy to overlook it. 

Then I think, as Dr. Tivnen has mentioned, if it is at 
all possible you should not think you have to make an 
absolute diagnosis on the first interview, on the first 
examination of the patient; you should have a fair 
chance at the case and a second or a third examination, 
that is in these doubtful or incipient cases, so that you 
may come to the correct conclusion when you have all 
the evidence. There are cases, you know, of glaucoma 
that do not have a tension as high as thirty-seven, 





con 
par 
tha 
we 

cho 
few 
L 
dia; 
put 
tens 
the 

ing, 
is § 
first 
mee 
the 

time 
darl 
the 

will 
rool 
to 
indi 
defis 
has 

ang! 
pres 
tous 
simy 
ing 

then 
an | 
hour 
crea 
cury 
peri 
start 
carp 
in tl 
piloc 


two 
eser! 


wha‘ 
of tl 


January, 1931 


sometimes they are in the twenties or even as low as 
twenty, and yet they have every other symptom of 
glaucoma except the one of tension and they grow pro- 
gressively worse and worse, just as most cases of glau- 
coma do. So I believe if the examiner has in mind, 
particularly in these people of middle life or nearly 
that or beyond, the possibility of glaucoma (of course, 
we are always thinking about cataract or presbyopia or 
choroiditis or vitreous opacities), he will overlook 
fewer and fewer of those cases. 

Dr. Harry S. Gradle, Chicago: In aiding the early 
diagnosis of glaucoma, for some time past we have been 
putting our patients in the hospital and measuring the 
tension every four hours. It is of great value to take 
the tension of the patient at eight o’clock in the morn- 
ing, noon, 4 P. M., and at eight at night. The patient 
is started without any miotics whatever. During the 
first twenty-four or thirty-six hours the tension is 
measured every four hours, the physical examination of 
the patient is completed, and during that length of 
time the patient is put through the so-called Seidel 
dark room test. Seidel found that certain individuals in 
the earlier stages of a simple non-congestive glaucoma 
will develop an increase in tension after a stay in a dark 
room for a sufficient length of time to permit the pupil 
to pass beyond the definite given threshold for that 
individual. In other words, when the pupil dilates to a 
definite point the anteroposterior diameter of the iris 
has become sufficiently thickened so that the chamber 
angle is obstructed enough to cause an increase in 
pressure. This is almost characteristic of a glaucoma- 
tous or a pre-glaucomatus eye. It is a test that is very 
simple for you to carry out in the office, simply measur- 
ing the pressure of the eye tonometrically before and 
then putting the patient in a completely dark room for 
an hour and measuring the pressure at the end of that 
hour. At the end of the hour the tension will have in- 
creased anywhere from six to fifteen millimeters of mer- 
cury. At the end of the thirty-six or forty-eight hour 
period in which no miotics were used, the patient is then 
started with the instillation of one-half per cent. of pilo- 
carpine at varying intervals, with the tension measured 
in the same way. The next day the concentration of 
pilocarpine is increased to one per cent., the next day 


two percent. and, if necessary, on the subsequent day 
eserine may be used as well. In this way we know 


what the pressure will be in those eyes at varying times 
of the day under varying conditions and under miotics 
of varying strengths. I believe in that way we are 
able to outline the course of treatment for that case of 
simple glaucoma far better than if we just use two per 
cent. pilocarpine haphazardly. 

Dr. J. H. Roth, Kankakee: We simply brought this 
subject up as a matter of discussion, because I figured 
we could learn more by the discussion than by the 
presentation of the paper. We wish to thank the men 
who have so kindly discussed this paper. We were 
aware of Dr. Kronfeld’s work, but we hardly think he 
has published that yet; that is the reason we did not 
mention it. 
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In many large ear, nose and throat clinics 
one will discover that certain surgeons operate 
on many more mastoids than others. This is 
also true in the private practices of surgeons who 
have equally large clienteles. The question of 
indication for operation therefore arises. The 
group of cases considered here are those cases 
beginning as an acute purulent otitis media in 
which the question of a simple mastoid operation 
is later considered. 

One naturally raises the question what condi- 
tions determine the time for posterior drainage 
in these cases. Whether one individual is con- 
servative in his judgment or whether one is 
radical, there still remain certain outstanding 
findings in most cases, based on the interpreta- 
tion of the clinical findings, which leave little 
doubt as to whether the patient should or should 


not be operated on. Such cases might well come 
under a classification of relative indications in 
contrast to cases of absolute indication in which 
the call for a mastoid operation is without ques- 
tion. 


Before entering upon the main subject it may 
be well to eliminate the cases of absolute indica- 
tion for a simple mastoid operation. Under this 
heading are the cases with the following compli- 
cations which develop during an acute suppura- 
tive otitis media or come to the surgeon as such 
for the first time. These cases are those of 1, 
abscesses of the soft tissues and 2, intracranial 
complications. 

Not infrequently we encounter at our first ex- 
amination a purulent otitis media with a post- 
auricular subperiosteal abscess, a Bezold’s ab- 
scess in the sheath of the sternomastoid muscle, 
a temporal abscess, or a pharyngeal abscess, the 
result of a fistulous extension of the infection 
from the middle ear. In these cases there are 
the findings of an acute purulent otitis media 
with fever, pain and tenderness, leucocytosis, 
and destruction of the mastoid bone upon x-ray 


*Read before Section on Eye, Ear, Nose and Throat, IIli- 
nois State Medical Meeting, May 20, 1930. 
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examination to confirm the extension of the pro- 
cess through the mastoid bone. 

There is little difficulty in recognizing these 
types of mastoiditis, but one might emphasize 
the pharyngeal abscess type because of its rarity. 
This is due to the extension of a deep cervical 
cellulitis, usually pointing in the peritonsillar 
region, secondary to involvement of the deep 
petrous mastoid cells. An inability to widely 
open the mouth, with pain referred to the lower 
jaw and temple, with edema and swelling of the 
soft palate and peritonsillar regions on the side 
of the ear infection, establishes the diagnosis. 

The complications of a facial paralysis or laby- 
rinthine symptoms in the course of an acute 
middle ear suppuration do not establish an ab- 
solute indication for a simple mastoid operation 
as most text-books advocate. A facial paralysis 
coming on early in an acute suppurative middle 
ear infection may be due to a toxic neuritis or 
pressure of a swollen mucous membrane, or pres- 
sure of exudate in the middle ear on the nerve in 
its tympanic course. Many of these cases show a 
dihiscence of the facial canal. Under such cir- 
cumstances the general progress of the middle 
ear suppuration itself, under adequate treatment, 
as outlined below, will determine when a mas- 
toid operation should be performed. With reso- 
lution of the middle ear infection there will en- 
sue a recovery of the facial paralysis, which, 
however, may be a matter of several months. 
However, if the middle ear process continues to 
become worse in spite of adequate local and gen- 
eral measures, a simple mastoid operation should 
be performed to terminate the cause of the facial 
paralysis and to terminate the middle ear infec- 
tion. Where the facial paralysis is seen late in 
the course of the acute middle ear infection one 
must then determine from the history, the course 
of the disease, character of the discharge and 
other local findings, whether there is any bone 
necrosis. In such cases a simple mastoid opera- 
tion, at least, is undertaken. In tuberculosis of 
the middle ear in which the infection is a chronic 
one from the onset, only the radical mastoid 
operation is to be considered. 

The development of a labyrinthine involve- 
ment complicating an acute suppurative middle 
ear infection, presents a most difficult problem 
in arriving at a rational therapeutic procedure. 
When irritative labyrinthine symptoms arise, 
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waiting increases the risk of the inflammation 
spreading to the meninges, causing a menin- 
gitis, which is so fatal. On the other hand, with 
early operation on the mastoid in these cases, we 
risk a similar fate through operative trauma. An 
analysis of many cases of this type, treated by 
various clinicians, leave one with no absolute 
therapeutic principles in their treatment. Yet 
there are some guides which should be the basis 
for our mode of treatment. The cases in ques- 
tion are those cases of labyrinthitis in which 
there is only partial destruction of function. A 
mastoid operation in these cases may precipitate 
a fatal meningitis by reducing the resistance of 
the tissues and enhancing the virulence of the 
organisms through operative trauma. Conserva- 
tive treatment and absolute rest will often pre- 
vent a mastoid operation and a fatal menin- 
gitis. However, if the condition, in spite of good 
drainage of the middle ear infection and abso- 
lute rest, spreads to the meninges, operative in- 
terference is necessary, but a radical mastoid and 
labyrinthectomy are demanded at the same time. 

Meningitis as verified by spinal fluid findings 
complicating an acute purulent otitis media is 
always an indication for a mastoid operation. 
The spinal fluid findings, as well as the course 
of the clinical picture is of great value as a guide 
to the mode of treatment. If the first spinal 
fluid tapping shows less than 3 polymorpho- 
nuclear leucocytes per c. mm. and there is grad- 
ual improvement in the clinical picture, watchful 
waiting under absolute rest is the treatment of 
choice. However, an increase in the cells of the 
spinal fluid to more than 6 c. mm., the spinal 
tapping prompted by a change in the clinical 
picture for the worse, is indicative of a beginning 
meningitis, which demands operation on the 
labyrinth as well as on the mastoid. Where 
total deafness ensues and the clinical and spinal 
fluid findings indicate meningeal involvement, 
labyrinthectomy must be performed. These 
statements are based upon the clinical observa- 
tion that as soon as a labyrinthitis becomes dil- 
fuse the cerebrospinal fluid shows a pleocytosis. 
Between these extremes of watchful waiting and 
labyrinthectomy there are those cases in which 
the spinal fluid and clinical course show progress 
of the labyrinthitis, but as yet no meningitis. 
Before the advent of a meningitis, many of suc! 
cases recover under a hurried antrotomy under 
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local anesthesia, with bur and rongeur, rather 
than with the hammer and chisel. Experience 
and judgment alone will lower the mortality. In 
this connection it might be well to emphasize the 
value of the spinal fluid, Wassermann and other 
luetie tests. As an acute purulent otitis media 
complicated by a labryinthitis is often an advent 
of a late secondary or tertiary lues, its diagnosis 
is of great importance, as salvarsan and not a 
mastoid operation is the treatment. Where the 
progress of the middle ear infection, as outlined 
below, in itself demands a mastoid operation in 
the presence of an associated early labyrinthitis, 
only the least operative interference to accom- 
plish an antrotomy should be done at the time. 

Now we come to the larger group of cases in 
the course of an acute purulent otitis media in 
which indication for a mastoid operation is also 
a relative one, depending upon the experience 
aid judgment of the surgeon and his diagnosis 
of the pathology present from the interpreta- 
tion of the clinical findings. Many of these cases 
are seen at varying periods from the onset of 
the acutely running ear, and the interpretation 
of the findings will therefore afford a different 
angle than those cases which are seen and ob- 
served or treated from the onset of the acute 
purulent otitis media. 

It is always a good rule to take a culture of 
the discharge of the middle ear at the time of 
paracentesis, before we are confused by the sec- 
ondary infection which is added soon afterwards. 
The information gained is often of great im- 
portance in deciding upon the time for mastoid 
drainage. This is particularly true in the 
hemorrhagic type of mastoditis caused by the 
Bacillus influenza or the Streptococcus hemoly- 
ticus. In this type of infection the patient is 
greatly prostrated from the onset, the tempera- 
ture is high and septic and the discharge from 
the middle ear is sanguinous but not under great 
tension. Pain is intense while tenderness over 
tlhe mastoid antrum, tip, or emissary vein is 
marked. These symptoms and signs indicate a 
blood stream infection, which, contrary to the 
belief of some, nevertheless very often get well 
under careful local treatment, rest in bed, al- 
kalization and forced fluid intake. If under such 
management the general condition becomes worse 
or if there appears a marked edema over the 
mastoid process and evidences of metastatic in- 


IRVING MUSKAT 55 


fections in the joints or elsewhere in the body, 
indicating lateral sinus involvement, the mastoid 
operation should be performed, the lateral sinus 
opened and the jugular vein tied off. 

A mastoid operation is indicated when the 
middle ear suppuration is not favorably in- 
fluenced by good drainage on paracentesis, 
cleansing and rest in bed. In uncomplicated 
cases of acute purulent otitis media, the marked 
symptoms and signs subside in a few days under 
adequate treatment. However, the persistence of 
high temperature, marked decrease in hearing, 
pain, especially severe enough to interfere with 
sleep, continued discharge with no tendency to 
diminish, and increased general toxic condition 
of the patient call for operative interference. In 
infants and young children the persistence of a 
high temperature for a week or ten days after 
paracentesis is not unusual and should be no 
cause for alarm. However, if there is a sudden 
rise in temperature after a recession or if the 
temperature continues to rise after good drain- 
age is instituted, an extension of the process is 
evident and a mastoid operation is indicated. 
Yet, because of the thin mastoid cortex in. in- 
fants and children, favoring the formation of a 
subperiosteal abscess if the infection progresses, 
renders waiting less hazardous in these cases. 
This is particularly true in the cellular type of 
mastoid since the line of least resistance to a 
progressing middle ear suppuration will lead the 
pus to the outer wall of the mastoid under the 
periosteum. The acellular types tend to pro- 
duce chronic infections or complications if the 
process is severe and allowed to continue. It is 
of value, therefore, to have an x-ray of both mas- 
toids. Often, under good drainage, rest in bed 
and general care, an acute middle ear suppura- 
tion in an adult with an acellular mastoid will 
get well. However, this eburnation of the mas- 
tcid renders subsequent infection dangerous by 
virtue of presenting a dense barrier of bone 
against the infection reaching the outer surface. 
Because of such a barrier, the infection, extend- 
ing by way of least resistance, may involve intra- 
cranial structures. Therefore, with a history of 
previous, severe middle ear infections and the 
x-ray corroboration of eburration of the mastoid 
cortex one should institute posterior drainage 


early. 
The otoscopic picture gives us much informa- 
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tion as to the progress of the purulent process 
of the middle ear. If after paracentesis there 
develops sagging of the posterior superior cana] 
wall which continues or increases, rendering the 
canal smaller, it indicates that the process has 
extended beyond the confines of the middle ear 
and involves the periosteum of the posterior 
meatus. The discharge from the middle ear may 
not be profuse with such a picture but the marked 
continuous pulsation of the secretion indicates 
great edema of the mucosa of the middle ear 
which favors retention of the purulent secretion 
behind it—in the antrum and mastoid cells. In 
some cases there is no decrease in the amount 
of the secretion from the middle ear in spite of 
rational local treatment for a week or more after 
paracentesis. The pus fills up the canal as fast 
as it is wiped away. It is evident that such a 
great amount of discharge cannot arise from the 
tympanic cavity alone and that the antrum and 
mastoid cells must be involved. With sagging 
of the posterior canal wall, pain with tenderness 
over the mastoid there is more than enough evi- 
dence for a mastoid operation. An x-ray will 
show cloudiness and destruction of the mastoid 
cells, 

When the causative organism is the Fried- 
landers bacillus or when the patient has diabetes, 
a similar type of mastoiditis may arise. This 
type is characterized early by the slight consti- 
tutional symptoms, absence of pain or tenderness 
of the mastoid, and a profuse thick creamy or 
mucoid discharge exuding from the auditory 
canal. An x-ray reveals a general clouding and 
obliteration of the intercellular walls of the mas- 
toid. It is evident that a mastoid operation is 
indicated early in this type of infection. This 
melting away of the mastoid cells occurs early 
and intervention is therefore imperative. 

In infants there is another condition that de- 
mands an early mastoid operation. These are 
the cases of cholera infantum or marasmus, a 
feeding disturbance which is often associated 
with mastoid infection. The toxic condition of 
the infant is great and the death rate is high. 
It is therefore important especially in the ab- 
sence of any other focus of infection to perform 
the mastoid operation early. Otoscopic findings 
may be misleading as the short wide Eustachian 
tube often affords sufficient drainage from the 
middle ear and antrum to avert a perforation 
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of the drum. However, there are usually some 
otoscopic signs as dullness of the drum mem- 
brane or sagging of the posterior canal wall near 
the drum. 

Another group of cases often present them- 
selves for consideration in the early stages of 
acute middle ear suppuration in which there is 
little or no improvement in the condition after 
a month or six weeks of treatment and there are 
no grave signs which demand immediate mastoid 
operation. Here the danger of marked impair- 
ment to the hearing and the development of the 
process into a chronic one is imminent and must 
be controlled. If the tonsils and adenoids have 
been removed, posterior drainage is indicated. 
If the adenoids and tonsils are present their re- 
moval is indicated at the end of four weeks. This 
is often followed by a rapid restoration to normal 
of the middle ear infection. If there occurs no 


improvement in two or three weeks after the 
removal of the tonsils and adenoids, posterior 
drainage is indicated. 

Early intervention by posterior drainage is 
also indicated when the good ear of a patient 
whose hearing is greatly impaired in the other, 
becomes the seat of an acute purulent otitis 


media. One might consider conservative treat- 
ment for a short time but an early operation to 
save the hearing of the only good ear should 
not be postponed too long. Also, if a patient 
suffering from a double acute purulent otitis de- 
velops a mastoiditis in one ear, posterior drain- 
age should be considered for the other ear as 
well. A bilateral mastoidectomy in a bilateral 
acute purulent otitis media may also become im- 
perative when an arising complication, demand- 
ing intervention, like a lateral sinus thrombosis 
or meningitis, does not point to one or the other 
ear. 

Summary. A simple mastoid operation is per- 
formed under the following conditions, where: 

1. Abscesses of the soft tissues arise after 
breaking through the bone or when an intra- 
cranial complication arises in the course of an 
acute suppurative middle ear infection. 

2. Facial paralysis is a relative indication for 
a simple mastoid operation depending upon the 
course’of the middle ear suppuration per se, but 
becomes absolute when bone necrosis is evident. 

3. The persistence or increase of pyrexia, 
leucocytosis, pain and headache, decreased hear- 
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ing and discharge after local drainage and gen- 
eral treatment has been instituted. 

4, Middle ear suppuration complicated by dia- 
betes and those due to Friedlander’s bacillus in 
which profuse discharge, corroborated by x-ray 
findings, indicate antral and mastoid cell involve- 


ment. 

5, In infants when the condition of marasmus 
or decomposition is due to middle ear and antral 
disease. 

6. In order to avoid chronicity in cases of 
acute middle ear suppuration which show no evi- 
dent improvement after six weeks of meatal 
treatment and the removal of adenoids and ton- 
sils produce no immediate improvement. 


?. Cases in which a severe acute middle ear 
suppuration involves the only good ear of a pa- 
tient. 

8. Both mastoids are operated upon at the 
same time in a bilateral acute otitis media when, 
under good local and general treatment, one ear 
develops a mastoid involvement, or when an aris- 
ing complication does not point to one or the 


other ear. 


DISCUSSION 


Dr. Harry Pollock, Chicago: I want to congratu- 
late the writer. In my estimation, this is almost a 
classic; it is one of the best papers I ever heard on this 
subject, as he has gone into detail. There are only one 
or two statements that I did not quite agree with him 
and which he did not make quite as specific as he 
might have. 

In the first place, I think in these early cases of 
acute otitis when we have a facial paralysis, there is 
a relative indication of opening the mastoid, at least 
for an antrotomy. The Doctor said that in some of 
these cases that come on early, sometimes preceding 
the discharge from the ear, he performs an antrotomy. 
I have always been of the firm belief that a facial 
paralysis is an absolute indication for antrotomy in 
these cases. 

Another thing he did not make clear is the time in 
which there is a relative indication. Toward the end 
of his paper he stated something regarding the time 
after the tonsils and adenoids had been removed, but I 
believe in these cases in which we have a profuse sup- 
puration that continues after three weeks with a slight 
elevation of temperature and with very little symptoms 
there is an absolute indication for an opening of the 
mastoid cells. 

I read a paper in Memphis last year in which I 
stated that the pathology examination demonstrates that 
it takes about three weeks after the onset of the disease 
for the destruction of the intratrabecular cells. So after 
three weeks if there is not a diminution in the dis- 
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charge, I think it is an absolute indication for an an- 
trotomy. Before that time in these cases in which 
there are symptoms that almost lead us to believe an 
operation is indicated, I believe we should wait, as the 
essayist stated, because all the bad results I have seen 
in mastoid operations are those cases which have been 
operated on too early. We all see cases that have been 
operated on as early as the second or third day, and in 
our experience we have had nothing but bad results on 
those cases which have been operated on in less than 
three weeks, unless, as has been stated, there is an abso- 
lute indication, intracranial complications, facial paraly- 
sis, meningitis, and so forth. I do not think anyone 
will differ concerning the indications for those classical 
cases. In cases in which there is some doubt we 
should not operate. I think three weeks after the 
x-ray, without any other symptoms, without an increase 
of the suppuration, there is absolute indication for op- 
eration. 

I again want to congratulate the Doctor. I think I 
voice the sentiments of all to say that is about as 
classical a paper as I have heard read for a long time. 

Dr. S. Salinger, Chicago: I should like to call atten- 
tion to one omission in this paper and that is with ref- 
erence to the blood picture. There are a great many 
cases in which the surgeon is in doubt in which the 
blood findings will give him the right clue. I do not 
recall hearing Dr. Muskat mention that. In the pres- 
ence of a falling white count and in the presence of a 
white count in which the polynuclear cells are increas- 
ing proportionately, and the lymphocytes, diminishing, 
and especially in the presence of an increase in the per- 
centage of young cells, you have an absolute indication 
for a mastoid operation, because statistics have all 
proved that in these cases there is a process which is 
extending and which is very likely to result in compli- 
cations ; and regardless of the period or the duration of 
the suppuration, this blood picture, which is typical, is 
very important. 

Another point which Dr. Muskat mentioned and on 
which I think there is some room for debate is the 
indication for doing a mastoid operation in the pres- 
ence of labyrinthine irritation. By labyrinthine irrita- 
tion I think he means~a perilabyrinthitis or a circum- 
scribed labyrinthitis. It seems from investigations by 
men such as Zange and Rutten that they set this con- 
dition down as being a very definite indication for oper- 
ation for simple mastoid. 

Dr. S. M. Morwitz, Chicago: In the December, 
1920, Annals of Otology, Rhinology and Laryngology, 
there appeared by me a paper on facial paralysis asso- 
ciated with otitis media. In that paper, after an ex.- 
tensive study of the literature and a report of three 
cases of my own, I came to the conclusion that facial 
paralysis itself was not an indication for mastoid opera- 
tion, that the condition of the ear, per se, was what 
warranted mastoid operation. I showed cases that had 
improved, that had been completely cured in the pres- 
ence of facial paralysis where the ear itself clinically 
did not indicate a mastoid operation. So I would say 
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that facial paralysis is not an indication for mastoid 
operation unless the ear itself indicates such. 


Dr. C. D. Sneller, Peoria: I should like to ask a 
question regarding the eosinophilia in a case of a mas- 
toid having bony destruction present. Sometime ago 
an article appeared in one of the journals regarding 
the presence of eosinophilia when there was sufficient 
bone destruction which might warrant an operation on 
the mastoid. I wonder whether there is any value to 
that finding and whether there is any more information 
occurring in the literature regarding it. 


Dr. I. Muskat, closing: Dr. Pollock has unintention- 
ally misinterpreted my statements regarding facial par- 
alysis. I may again state that facial paralysis coming 
on early in an acute suppurative otitis media may be 
due to a toxic neuritis or pressure of exudate on the 
nerve. Here antrotomy is not absolute but relative and 
is not performed where the middle ear process rapidly 
improves under local and general measures. When the 
middle ear infection progresses or when other indica- 
tions for antrotomy arise, the mastoid operation should 
be done. Such a conservative stand is advocated further 
because early antrotomy in an acute middle ear infec- 
tion is not a safe procedure. 


The question of antrotomy at the end of 3 weeks or 
later is a matter of each individual case. I do not be- 
lieve a definite period of three weeks makes the indica- 
tion for posterior drainage absolute. After 6 weeks of 
middle ear suppuration the development of a chronic 
ear is an important consideration; before 3 weeks, with- 
out imperative indications, antrotomy is not indicated. 
As many subacute middle ear suppurations without 
urgent symptoms or findings are perpetuated by infected 
tonsils and adenoids, their removal within the third 
and sixth week may terminate the infection. The value 
of such conservatism is obvious. 

Dr. Salinger spoke about the blood picture as an index 
for operation. Although one should not ignore the blood 
picture which gives a relative index between infection 
and resistance, it should not in any wise replace the 
interpretation of the ear finding per se. In regard to 
the operative interference in the advant of labyrinthine 
involvement, one should be guided by the cerebrospinal 
findings and clinical course as outlined in this paper and 
not jeopardize the patient’s life by dogmatic mastoid 
indications. 





RECTAL ANESTHESIA WITH TRIBRO- 
METHYLALCOHOL (AVERTIN) 


JosePH R. GutrmMan, M. D. 


CHICAGO 


In three previous communications on Avertin 
I attempted to give a comprehensive description 


of this subject. In those papers the drug was 
described and a resume of various papers emanat- 
ing from the German literature, as well as my 
experience with the drug was epitomized. It is 
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now well over three and one-half years since I, 
for the first time, became acquainted with this 
anesthetic. This paper will deal with my ex- 
perience of over 525 cases, both here and abroad, 
in Professor Sudeck’s Clinic, Hamburg, Ger- 
many. Avertin is gradually gaining favor both 
with patient and surgeon, and as experience in 
the drug is lengthened, so are the pitfalls of fail- 
ure as well as danger obviated. For my part, 
there were no deaths which could be attributed 
to the anesthetic. Complete anesthesia was to 
be had in 80 per cent. of cases, whereas the re- 
mainder required some supplementary anesthetic, 
such as ether, gas, local, etc. Besides its use in 
surgery, it was also tried in cases of tetanus, 
eclampsia, gastric crisis. 

Anesthesia, whether local or general, has al- 
ways and will continue to be a factor in sur- 
gery. Just what type is to be used is still a great 
problem to the surgeon of today. When one 
eliminates the use of local anesthesia, the remain- 
ing general types of anesthetics are far from 
satisfactory. Until recently the use of such ortho- 
dox anesthetics as ether, gas, ethylene, etc., has 
and continues to be a dreaded horror to the pa- 
tient. This is due to the mannerism of induction 
of anesthesia and also the awakening. 

The desirability of rectal anesthesia, especially 
in surgery of the head and neck, and in presence 
of pathology of the respiratory tract, requires no 
comment. In the past, the rectal use of ether in 
oil, alone or in conjunction with morphine and 
magnesium sulphate, after the method of Gwath- 
mey, has not become popular as an anesthetic. 
Undoubtedly, this has been due to the fact that 
some difficulty was encountered in the proper 
preparation of the ether in oil, and its uncertain 
rate of absorption from the intestinal tract with 
consequent variability in the resultant depth of 
the anesthesia. Recently there has been elabo- 
rated by Willstater and Dursberg of the I. G. 
Farhein Industries in Germany, a new rectal 
anesthetic, that bids fair to supplant ether in 
rectal anesthesia. 

Chemically, tribromethylalcohol is a white 
crystalline substance, whose melting point is 79° 


C-80° © and is soluble in a 3 per cent. acqueous . 


solution at 40° C, care being taken that it is not 
heated above 45° C, when it has a tendency to 
break down into dibromacetaldehyde, which 1s 
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very irritating to the rectal mucosa, going so far 
as to cause necrosis and gangrene. 

Avertin is absorbed much faster than water, 
as shown by Straub. Lebening found it to be 
in a concentration of 6-9 mg. per cent. in the 
blood during anesthesia. Excreted in combina- 
tion with glycuronic acid through the kidneys, 
Straub found that this amounted to 99 per cent. 
Tiaces of bromine were also found in sweat and 
none in the respired air and feces. 

The rapid absorption of avertin results in sleep 
usually within ten minutes without any period 
of excitation. They awake symptomless, having 
no nausea or vomiting, as though they have been 
awakened from a deep sleep. 

There is a slowing of respiration which can be 
improved if necessary by the use of lobelin, caf- 
fein, C O,, ete. Killian has shown that when 
an overdose of avertin is given in animals its 
respiration is readily improved by the use of 
C O,. The respiratory center is early affected. 
Cyanosis and pallor were observed in a few in- 
stances, but should only cause alarm when it 
deepens very greatly. Straub states that although 
the rate of respiratory movements are decreased 
its volume is increased. 

The action on the blood pressure causes a de- 
crease in systolic blood pressure of 10-20 m., but 
no apparent effect on the diastolic, and overdose 
results in collapse which can be usually con- 
trolled by the use of ephedrine. With the aid of 
electro-cardiograph, Ungar and May have shown 
no apparent effects on the heart before, during 
and after state of anesthesia. The pulse rate is 
increased although rarely over a 100, but re- 
mains the same quality. 

Repeated doses amounting to 165 gr. within 
13 days showed no apparent injury to a patient 
of mine who recovered from tetanus. One can 
readily appreciate its safety by comparing the 
theraupeutic index of avertin, which is .17 to 
that of ether .12 and chloroform .09. It is the 
safest anesthetic known, with the exception of 
amylhydrate. 

The drug is safely dissolved in H,O at 40° C 
ss as to make a 8 per cent. solution. The dose 
varies from .05 to .18 grams per kilo of body 
weight, the larger dose used in children. It has 
been the practice to reduce the dose in the pres- 
ence of large abdominal tumor ascites and poor 
risks, 
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As a rule, a total dose of .13 grams per kilo 
of body weight has given a good anesthetic with 
pleasing surgical relaxation. In some instances 
an additional dose of .025 grams per kilo was 
given when a patient was poorly anesthetized 
and did not relax properly. 

A few cases will require in addition to the 
above, some ether, ethylene, etc., inhalation and 
this has been the experience of others as well as 
myself. The anesthetic will last about three 
hours and may be shortened by emptying the 
bowel and the use of cleansing enemas. 

Florchen and Mues of the Marien Marian- 
Krankurhaus in Frankfort report that 80 per 
cent of their cases evidence good surgical an- 
esthesia when doses above .13 gram per kilo were 
used and the percentage decreased, with a de- 
crease in the dosage. In the cases in which .10 
grams per kilo was used only 60 per cent showed 
a good anesthesia. This has been our experience 
as well. I have modified the method of intro- 
ducing this rectal anesthesia by giving it in di- 
vided doses until the desired state of anesthesia 
is reached. By this method one can start by 
inducing a stage of analgesia and if this is not 
satisfactory, increase the amount of anesthetic 
given until a complete state of anesthesia has 
been reached. 

The anesthetic is indicated in practically every 
type of surgical procedure, but will probably find 
its greatest sphere of usefulness in surgery about 
the head and neck in which great difficulty is en- 
countered in using the orthodox inhalation an- 
esthesia. It has been employed in brain and 
goiter surgery, thorocoplasty, breast resection, 
laminectomy, gastric surgery, appendectomies, 
hernias, amputations, tetanus, eclampsia, gastric 
cases, etc., with pleasing results. 

No unpleasant after effects were noted. No 
headache, no post-operative nausea or vomiting 
were evidenced. Post-operative lung complica- 
tions, bronchitis and pneumonia, were not so evi- 
dent. No ill effects attributable to the an- 
esthetic have occurred, in our experience. The 
post operative care as far as the anesthetic was 
concerned was merely flushing out the lower 
bowel with several liters of H,O. 


ADVANTAGES IN SURGICAL CASES 


1. Perfectly quiet induction of anesthesia 
without unpleasantness. 
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2. The patient may be unaware that the an- 
esthesia is being induced. 

3. Quiet respiration, which facilities intra- 
ebdominal and some other operations, particu- 
larly radical amputations of the breast. 

4. Post-operative sleep from three to six hours 
duration with more or less loss of memory for 
events, especially painful events, which occur 
during this period of sleepiness. 

5. Absence of psychic condition of the patient 
through anxiety of the fear of anesthetic. 


6. Reduction of post-operative pneumonias to 
practically nil as well as bronchitis. 

7. Absence of post-operative nausea and 
vomiting. In all patients whom we have anesthe- 
tized with avertin (some of them had undergone 
various previous operations and one patient had 
forty different kinds of anesthetics) are unani- 
mous in saying that there is a striking contrast 
between the comfort realized under avertin and 
the discomfort which follows the use of other 
anesthetics. All patients who have heard or had 
been given this anesthetic request the use of it 
for themselves. 


DISADVANTAGES IN SURGICAL CASES 


1. Labile chemical constitution makes it lia- 
ble to decomposition with the férmation of the 
highly toxic, and irritant diabromacetaldehyde. 
This can be avoided by testing 5 C C of the solu- 
tion with two or three drops 1:1000 Congo Red 
solution. The solution should not change color, 
and if it turns bluish, the solution should be dis- 
carded, as it shows that there has been a break- 
ing down of the avertin. 

2. Its rapid rate of absorption from the in- 
testinal tract permits the flooding of the patient 
of a toxic dose that cannot be removed. This 
cen be eliminated by giving smaller doses at a 
time. 

3. Loss of the pharyngeal reflex allows the 
blood to trickle into the lungs, which may cause 
asphyxia. Drs. J. C. Beck and M. R. Guttman 
have stressed this point so as to exclude nasal, 
tonsilar and other operations in which there may 
be the fear of free blood going down the trachea. 

4. Unless the patient is turned on the side 
or an airway is inserted there is a tendency to 
obstruction to respiration by the tongue falling 
back. 

5. The patient’s chin should be drawn up- 
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ward and forward so as to prevent the epiglottis 
from falling backward and causing asphyxia. 

6. Experience must be had with the knowl- 
edge of the various effects of this drug on the 
human being. For this reason, it is well to fore- 
warn that many will have failures and others will 
have deaths, because of lack in clinical expcri- 
ence. 

In conclusion, it might be stated that while 
the last word on tribromethylalcohol has not yet 
appeared, it approaches the ideal anesthetic more 
closely than any other at our present command. 

This anesthetic, no doubt, will open up an en- 
tirely new field of interest in rectal anesthesia. 
Every time we use this anesthetic we learn more 
of its characteristics and avoid complications. 

It appears that this drug will probably occupy 
a highly important place in surgical anesthesia 
of the future. Especially on account of its ease 
to combine with other anesthetics when sufficient 
relaxation is not obtained. 

800 Diversey Parkway. 





COMPLICATIONS AND TREATMENT OF 
VARICOSE VEINS* 
Leo M. ZIMMERMAN, M. D. 


Instructor in Surgery, Northwestern University Medical School 


CHICAGO 


The development of the injection treatment 
of varicose veins as a safe, effective and expedient 
therapeutic measure has done more than give 
relief to thousands of suffers and promise of 


future relief to many more. By supplying the 
physician with an efficient means for combatting 
the disease and its disagreeable complications, it 
has made interesting and desirable a group of 
patients which were formerly the despair of 
physicians and the bane of out-patient clinics. As 
a result, we have seen the development of large 
clinics devoted to the treatment of patients with 
circulatory disturbances of the extremities, and 
a renewed interest in the study of these condi- 
tions. Consequently, it is only reasonable to ex- 
pect advances in our knowledge of these dise:ses 
and an earlier understanding of the true nature 
of varicose veins and the significance of their 
complications. The interchange of opinions and 

*From the Department of Surgery, Northwestern University 
Medical School, Chicago, III. 


*Read before the Lake County Medical Society, Waukegan, 
Ill., Jan. 8, 1930, 
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observations is to be welcomed, in order that per- 
fection of technique and discovery of an ideal 
sclerosing agent may be more rapidly approached. 
I propose to present here the impressions gained 
and the methods used in the Clinic for Vascular 


L. M. ZIMMERMAN 61 


Anatomy and Physiology. Reviewing for a 
moment the underlying anatomy and physiology 
involved in varicose veins, it will be recalled 
that the venous return from the lower extremities 
is effected by means of two groups of veins, a 
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Trendelenburg Test 


Diseases of the Department of Surgery of 
Northwestern University Medical School. This 
dinic has been in operation for somewhat over 
three years and several reports of the work that 
is being done have appeared from time to time. 


superficial and a deep. The deep veins, con- 


sisting of the femoral, popliteal and anterior and 
posterior tibial veins and their tributaries lie 
beneath the deep fascia and are surrounded by 
the powerful muscles of the legs. Because of 
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the support afforded by these muscles, these veins 
cannot dilate under pressure. Moreover, the 
pumping action of the muscles in walking in- 
sures adequate emptying of the veins. For these 
reasons, varicosities of the deep veins practically 
never occur. The superficial veins consist of 
the greater saphenous vein and its tributaries, 
which collect the blood from the dorsum of the 
foot and the inner aspect of the leg, ascend on 
the inner side of the leg and thigh, and dip 
down through the saphenous ring to join the 
femoral vein; and the lesser saphenous, which 
drains the back and outer side of the leg and 
usually joins the politeal vein at about the level 
of the knee. These veins, which lie superficial 
to the deep fascia, are imbedded in the subcu- 
taneous fatty tissues and lack both the support 
and the pumping effect of surrounding muscles. 
They are very apt to yield under excessive press- 
ure, dilating into the form of varicosities. 

The greater and lesser saphenous systems are 
united by a rich network of anastomoses. In 
addition, there are communications between the 
superficial and deep veins in the form of per- 
forating veins. These are variable in number 
and location and are equipped with valves which 
permit the flow of blood from the superficial 
to the deep veins, but do not permit it from the 
deep to the superficial. The saphenous veins, 
too, are supplied with valves which permit flow 
only from below upward. It is upon the integrity 
of these valves and the strength and elasticity 
of the vein walls that the normal function of 
the superficial veins depends. 


Etiology and Pathological Physiology. We 


recognize two types of varicosities. The more 
common type, which comprises perhaps 95% 
of all which come for treatment, is the chronic 
form in which gradual dilatation and enlarge- 
ment of the veins occurs over a period of years. 
While the exact cause of the condition is unknown, 
we are inclined to look upon it as being largely 
mechanical; that is, the pressure on these par- 
ticular vein walls is greater than they are able 
to withstand. We feel that hereditary factors 
probably play a role here, since many of these 
patients give a family history of varicose veins. 
Many also present other evidences of weakness 
of the venous and ligamentary structures, such 
as hemorrhoids, varicoceles and flat feet. Any 
additional conditions which increase the pressure 
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within these veins are contributing factors, 
Among these may be mentioned pregnancies, 
occupations requiring long standing, abdominal 
tumors, constricting clothing and _ chronic 
coughs. In such limbs there is gradual dilatation 
of the veins with secondary insufficiency of the 
valves. As each successive valve yields, the 
pressure on the next in order is increased. Later, 
inflammatory and degenerative changes make 
their appearance. Usually the insufficiency is 
limited to the valves in the saphenous veins while 
the communicating veins retain their normal 
function. By virtue of this fact, extreme degrees 
of varicosity are compatible with fairly adequate 
circulation of the superficial tissues of the leg. 
The second type of varicosity follows phlebitis 
of the superficial veins of the extremity. The 
inflammatory process, which often follows opera- 
tion, childbirth or infectious disease, sweeps 
through the length of the vein, destroying all of 
the valves. Thrombosis is followed by canaliza- 
tion and the vein is converted into a firm, thick- 
walled valveless structure, which permits a much 
greater degree of regurgitation than do the ex- 
tremely dilated, tortuous varicosities of the first 
type. Furthermore, the inflammatory process 
may also involve the communicating veins with 
a consequent crippling of their valves. As a 
result, the circulation is greatly impaired be- 
cause of the simultaneous regurgitation through 
both the saphenous and the communicating 
veins. These limbs often display the most ex- 
tensive and intractable ulcers which may be 
associated with little or no visible varicosities. 


Circulatory Tests. The clinical study of pa- 
tients with vascular disturbances of the extremi- 
ties should enable us to differentiate between 
lesions due to arterial disease and those of venous 
origin. We emphasize the importance of this 
differentiation. In addition to a general exam- 
ination of the circulatory system the condition 
of the arteries of the part should be noted, and 
in doubtful cases, x-ray and the histamine test 
should be employed. The physiological status of 
both the superficial and the communicating veins 
is then determined by means of the Trendelen- 
burg and the Perthes tests. The Trendelenburg 
test is done in the following manner. (Fig. 1) 
The limb is elevated above the level of the body 
in order to empty the distended veins, and a con- 
strictor is applied about the thigh. The patient 
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is then permitted to stand up. In the normal 
leg, with the constrictor in place, the veins fill 
slowly from below, usually requiring from 45 to 
60 seconds for filling to occur by way of the 
capillaries. If the constrictor is removed sud- 
denly, there is no visible downward rush of 
blood in the saphenous vessels. This state, in- 
dicating normal function of the valves in both 
the saphenous trunks and in the communicating 
veins is designated as a negative Trendelenburg 
test. If, when the constrictor is removed, there 
is a visible and palpable downward rush of blood 
in the saphenous veins, it indicates that the 
valves in the saphenous trunks are incompetent, 
and that the direction of flow in these veins has 
been reversed. This is termed a positive Tren- 
delenburg test. If, in addition, the valves in the 
perforating veins are incompetent, the veins will 
fill rapidly from below while the constrictor is 
still in place. When this filling occurs within 
30 seconds, it is usually indicative of regurgita- 
tion from the deep veins by way of the perforat- 
ing veins. This condition is practically always 
associated with incompetence of the saphenous 
valves, and such a test would be called a Tren- 


delenburg doubly positive. 
Great importance is usually attached to the 


testing for patency of the deep veins. Although 
we feel that the danger of deep vein occlusion 
has been overemphasized we routinely test for 
patency of the deep vessels, employing the 
Perthes test for this purpose. The constrictor 
is applied about the thigh while the patient is 
standing and the superficial veins are engorged. 
The patient then walks about or kicks the leg a 
number of times. Due to the pumping effect 
of the alternate muscular contraction and re- 
laxation, the return of blood through the deep 
veins is facilitated, and if these are patent the 
veins will empty. A variation of this test is to 
determine whether the veins will empty by 
gravity when the limb is elevated, while the 
constrictor is still in place. Since such emptying 
cannot take place through the superficial veins, 
it must indicate the deep veins are patent. The 
deep veins are usually found to be open even 
though there is a definite history of deep vein 
phlebitis, except in cases with marked edema. 
In a general way, if the Trendelenburg test is 
positive, it is safe to assume that the deep veins 
are patent, because the absence of edema indi- 
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cates that there is more or less adequate venous 
return from the extremity. And if this return 
is not taking place through the superficial veins, 
it must be by way of the deep veins. 


Complications. In addition to the unsightli- 
ness and discomforts directly caused by them, 
varicose veins are attended by a train of com- 
plications which further distress the patients 
afflicted, and which demand prophylaxis and 
treatment. The complications most frequently 
observed in our clinic are phlebitis, ulceration, 
eczema and hemorrhage. A possible relationship 
of these complications to one another will be 
pointed out. 

Varico-phlebitis. Inflammation of varicose 
veins is probably the most frequently observed 
complication, and in most discussions of the sub- 
ject, does not receive the attention it merits. 
While phlebitis in a normal vein is usually an 
acute stormy disease with chills, fever and swell- 
ing of the part, phlebitis in a varicose vein is 
a relatively mild condition. There are usually 
no general symptoms, the patient complaining 
only of slight pain and tenderness over the in- 
volved vein segment. In some of these cases 
the inflamed vein is palpated as a firm, indurated, 
tender cord. In others, there is a round or oval 
area of redness, induration and tenderness ex- 
tending for a variable distance around the 
phlebitic area. These so-called thrombo-phlebitic 
patches really constitute localized areas of super- 
ficial cellulitis going out from inflamed veins. 
When the inflammatory process subsides, there 
is often residual pigmentation and induration, 
with fixation of the skin to the subjacent tissues 
and atrophy of the integument. These are the 
regions of impaired resistance which we feel 
are potential sites of eczemas and ulceration, and 
because of this predisposition, are of great sig- 
nificance in the evolution of the disease. 

Eczema and Ulceration. These are distressing 
and often, disabling complications. The former 
is much more frequently encountered than most 
text-books would indicate, and arises, apparently, 
from the impairment of the superficial circula- 
tion by the varices. Varicose ulcers may be of 
two types. The more common are intimately 
associated with a varicose vein, and are said to 
“ride” on the varix. These ulcers probably re- 
sult from slight trauma or infection of the skin 
over one of the pigmented, atrophic patches de- 





64 ILLINOIS MEDICAL JOURNAL 


scribed above, and owe their genesis, therefore, 
directly to the previous inflammation of the 
subjacent vein. The second type of varicose 
ulcer is the result of the post-phlebitic type of 
varicosity, in which there is regurgitation 
through both the saphenous and the perforating 
veins. These are often the most extensive and 
intractable of all ulcers and they are often un- 
accompanied by visibily dilated veins. The 
saphenous trunk may be palpapated as a firm, 
somewhat thickened cord. <A history of phlebitis 
is usually obtained from such patients and, as 
a rule, the Trendelenburg test is found to be 
doubly positive. 

Hemorrhage. Bleeding from varicose veins is 
an infrequent complication in our clinic. It 
occurs from the erosion of a superficial varicosity 
by trauma or inflammation. While the blood 
loss may be considerable, it rarely assumes 
threatening proportions. It is usually readily 
controlled by pressure, athough occasionally we 
have found it necssary to pass a suture through 
the skin, transfixing the offending vessel. Sub- 
sequent obliteration of the vein will prevent re- 
currence of the bleeding. 

TREATMENT OF VARICOSE VEINS 

As was pointed out above, when the Trendelen- 
burg test is positive, the direction of blood flow 
in the superficial veins is reversed. These veins, 
then, not only do not assist the return circulation 
from the extremities, but actually impede it. All 
of the venous return, including that which regur- 
gitates through the incompetent saphenous chan- 
nels, takes place by way of the deep veins. If 
the deep vessels were freed from the handicap 
of the back-flow through the superficial veins, 
they would be able to maintain a return circula- 
tion more nearly approaching the normal. This 
constitutes the philosophy of all surgical treat- 
ment for varicose veins. 

We have two methods at our disposal for the 
destruction of varicose vessels, the older radical 
excision and the more recent chemical oblitera- 
tion by injecting sclerosing substances into their 
lumen. Supportive treatment by means of band- 
ages or elastic stockings is purely palliative in 
character, and can in no way be expected to lead 
to a cure of the disease. The two methods of 
surgical treatment mentioned must, to a certain 
extent, supplement one Where the 
same result may be obtained from either, ob- 


another. 
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viously, the injection method should be pre. 
ferred. It has the advantage of being ambulant 
throughout, thus saving the patients the loss of 
time and the expense of prolonged hospitaliza- 
tion. It spares them the risks and discomforts 
of a major surgical operation, and the dangers 
of wound infection as the result of extensive 
dissections through tissues whose resistance is 
impaired by deficient circulation and chronic in- 
flammation. Healing is unattended by multiple, 
disfiguring scars, and finally, if new veins should 
form, it is a simple matter to give a few addi- 
tional injections whereas it would probably be 
difficult to induce the patients to return for 
additional excisions should the first prove inade- 
quate. - 

In our clinic, the veins in approximately 90% 
of the patients are treated by the injeciion 
method alone. In an additional 10% the in- 
jections are combined with ligation of the sa- 
phenous trunk at its highest palpable point. The 
ligations are done whenever there is a huge dila- 
tation of the long saphenous vein extending up- 
ward beyond the middle of the thigh. We feel 
that they not only add to the safety of the sub- 
sequent injections, but that also, by temporarily 
interrupting the pressure within the veins, they 
greatly minimize the number of injections re- 
quired to produce complete obliteration of the 
varicosities. The ligations are also part of the 
ambulant treatment. They are done in the 
clinic, under local anesthesia, and immediately 
afterwards the patients are permitted to be up 
and about and to resume their ordinary activi- 
ties. 

In those patients with doubly positive Tren- 
delenburg tests, comprising chiefly the post- 
phlebitic cases, and constituting perhaps 14% 
of all patients presenting themselves for treat- 
ment, injections are given, but in a tentative 
manner. The prognosis for cure by injections 
alone is not good, and as long as the incompe- 
tent perforating veins remain, recurrences must 
be expected. In these patients, if the injections 
fail, we advise total excision of the dilated sujper- 
ficial veins. This entails removal of the long 
saphenous trunk in the thigh, by stripping if 
desired, and complete dissection of the veins of 
the lower leg including the perforating veins. 
Only by this means can cure be achieved in 
these subjects. 
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TECHNIQUE OF THE INJECTION TREATMENT 


Choice of solution. The treatment by injec- 
tion depends upon the introduction of an irritant 
within the lumen of the enlarged vein, produc- 
ing « chemical inflammation of its wall with 
subsequent thrombosis, organization and perma- 
nent occlusion of the vessel. Many solutions have 
been used for this purpose, none of which, how- 
ever, has been found entirely satisfactory. The 
ideal solution should be non-toxic and irritant 
enough to obliterate the vein, but it should not be 
sufficiently irritating to cause excessive pain or 
too great danger of producing a slough if extra- 
vasaiion into the subcutaneous tissues occurs. 
In our clinic, we soon learned that sodium chlor- 
ide and sodium salicylate solutions were too irri- 
tating. They caused excessive pain, and the dan- 
ger of sloughing was emphasized by those who 
had used them. The salicylate had the further 
lisalvantage of being a toxic agent, and occa- 
sionally persons are encountered who have an 
idiosyneracy to the drug, so that reactions may 
occur with even the small quantities that are used 
in this work. For some time, we used 50% 
glucose solution almost exclusively. This solu- 
tion is, in many ways, preferable to all others 
known. It is the least iritating of all that are 
commonly used as sclerosing agents, causing a 
ninimum of immediate pain and cramping after 
the injection, and will not cause necrosis if it 
inadverdently escapes into the cellular tissues. 
(eneral toxic reactions, of course, will not occur. 
Qn the other hand, its very lack of irritation 
constitutes its chief drawback. While it is 
strong enough to obliterate a certain number of 
varicose veins, too often, it fails to produce the 
lesived result. For this reason, stronger solu- 
tions were sought. Quinine and urethane proved 
(uite satisfactory. It is obtainable in conven- 
int 2 ec, ampoules, is a thin liquid which can 
te injected with a small syringe through a fine 
hypodermic needle. Small quantities are re- 
(wired for a single treatment and the local anes- 
thetic action of the solution greatly minimizes 
the pain following the injection. The results 
ibtained are good, most veins responding to this 
‘lution. There is, however, one serious dis- 
alvantage to quinine and urethane. It is a 
rug, more or less toxic, to which certain persons 
‘xhiit a special idiosyneracy. A certain, not 
incouisiderable proportion of patients treated 
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with it display some general reaction. Usually 
this is mild, consisting of transient precordial 
pain, flushing, headache, giddiness or nausea. 
Occasionally more severe reactions are encoun- 
tered. For this reason we have limited the use 
of quinine and urethane to selected cases, and 
have attempted to find for routine use, a solu- 
tion containing only physiological substances. At 
the present time we are using for most of our 
work, a solution containing equal parts of 30% 
sodium chloride and 50% glucose, giving as a 
rule, 5 cc. of the mixture at each injection. Both 
the glucose and the salt may be obtained in 
ampoule form, and the two solutions may be 
mixed in the-syringe just before using. This 
mixture has proved the most satisfactory of any 


‘ we have as yet employed. It causes some imme- 


diate pain and cramping after the injection, but 
this is transient, and is not severe enough to con- 
stitute a serious objection. If injected into the 
subcutaneous tissues, necrosis will occur. Used 
with care, however, it can be employed with a 
considerable degree of safety, and with satisfy- 
ing results. It possesses several definite advan- 
tages. First, it only contains substances which 
are normally present in the circulating blood. 
Toxic general reaction is therefore not to be 
feared. By combining the too-active salt solution 
with the insufficiently active glucose solution, a 
happy medium is struck. And finally, it is flex- 
ible. The relative proportions of the salt and the 
sugar may be varied to suit the needs of the in- 
dividual case, so that practically any vein can 
be obliterated with a proper mixture of these two 
solutions. 


Method. The technique of the injection treat- 
ment is simplicity itself. No special apparatus 
or elaborate methods are employed. The solu- 
tions are mixed in the syringe, the skin over the 
vein to be injected is cleansed with alcohol, and 
the solution is injected. If the veins are suffi- 
ciently prominent, the injection is given with 
the patient in the sitting position, the leg held 
horizontal by a prop under the heel. If the veins 
are too small or too deep to be readily visible 
or palpable in the collapsed state, the injections 
are given with the patient standing. The needle 
is introduced into the vein, the plunger is drawn 
back to make sure there is a free flow back into 
the barrel of the syringe, and the fluid is in- 
jected. During the injection, the vein is emptied 
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by tensing the skin over it between the thumb 
and index finger of the left hand. Immediately 
after the injection, as the needle is withdrawn, 
a pad of orthopedists’ felt is applied over the 
site of puncture to prevent extravasation through 
the needle hole, and is held in place with a strip 
of adhesive. During the momentary cramp that 
ensues, the limb is kept elevated, after which the 
patients are free to go about their affairs. As a 
rule, not more than two injections are given at 
one sitting, and usually, the treatments are re- 
peated once a week. There is no rule as to 
which veins shall be obliterated first. Usually a 
prominent vein in the middle portion of the leg 
is selected for the first injection, then working 
in both directions until all of the veins are ob- 
literated. 

Results. Immediately after the injection there 
is usually a cramp passing through the leg, 
which lasts for 1 to 3 minutes, then disappears 
entirely. Later, a firm, solid mass appears at 
the site of injection, corresponding in extent, to 
the size of the obliterated segment. This may be 
tender to touch and often persists for several 


weeks. It gradually shrinks, and the obliterated 


vein is palpable as a firm, fibrous cord. The ex- 


tent of vein obliterated with a single injection 
varies greatly, ranging from a fraction of an 
inch to 6 or § inches. If obliteration does not 
occur, the same site may be re-injected, using 
stronger solutions if necessary. The number of 
injections required for the obliteration of a given 
case of varicose veins will vary of course, depend- 
ing upon the extent of involvement and the re- 
sponse to treatment. In our experience, with 
all types of varicosities, the average number of 
treatments required has been between 6 and 8. 
With properly selected solutions and a sufficient 
number of injections, most varicose veins can be 
brought to obliteration. As to late results, it is 
too soon to make positive statements. Careful 
follow-up records are being kept of our patients, 
and in time we hope to be able to answer this 
question. Our impression thus far is that the 
destroyed veins do not re-open. The factors pro- 
ducing the condition, however, are usually still 
acting, and the formation of new veins may 
occur. Should this happen, they can be readily 
obliterated by a few additional injections. 
Contra-indications. We recognize only one ab- 
solute contra-indication to injection for the oblit- 
eration of varicose veins, that is, active inflam- 
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mation in the vein. In the presence of such a 
phlebitis, we employ conservative measures only, 
usually applying the Unna’s Paste boots. Several 
weeks or months after all evidences of inflamma- 
tion have disappeared are allowed to elapse be- 
fore injections are begun. Old phlebitis of 
either the superficial or deep veins is not con- 
sidered a contra-indication if the Trendelenburg 
test is positive and the deep veins patent. Ad- 
vanced age is not a factor. A number of patients 
of seventy-five and over have been treated with 
excellent results. Heart disease, nephritis, dia- 
betes or hypertension do not stand in the way. 
Nor does pregnancy contra-indicate treatment, 
We feel that pregnant women who have severe 
enough varicosities to produce discomfort, should 
be treated if seen early enough in the course of 
pregnancy. We are careful to avoid the use of 
quinine in these subjects. 

Unfavorable Results following Injection Treat- 
ment. In the past 3 years, something over 600 
patients have been treated in the clinic, and the 
total number of injections is in the neighborhood 
of 4,000. To date we have had no fatalities, and 
no serious complications or severe reactions. 
Embolism has not occurred. Occasionally, per- 
haps once in 200 or 250 injections, we see the 
so-called “chemcial” phlebitis extending up- 
ward for a varying distance from the site of 
injection. This phenomenon is unattended by 
fever or other constitutional reaction, and is 
characterized by the appearance of a firm, pain- 
ful, tender cord ascending along the course of 
the vein. In none of our own cases, and in none 
described in the literature, has this process been 


seen to advance beyond the saphenous ring. We | 


therefore view its occurrence with equanimity, 
feeling that the veins in these patients will be- 
come obliterated much more quickly than would 
otherwise be the case. The second, and really 
only significant complication, is sloughing of 
the subcutaneous tissues from extravasation of 
the injected fluid. This will occur occasionally, 
as in any other form of intravenous therapy with 
hypertonic solutions, but with the exercise of 
care, it should be seen very, very rarely. The 
incidence of sloughs, in our experience, has not 


greatly exceeded one per 1,000 injections, and | 


none have assumed serious proportions. Usually 
they are not more than 1 cm. in diameter, and 
not very deep. Even these, however, are slow 
to heal, but no further consequence has been 
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observed in any instance. Since any solution 


sufficiently irritating to cause obliteration of the 


vein will cause necrosis of extravascular struc- 
tures, the answer must be care in injection. The 
needle used should not have too long a bevel, 
otherwise part of the opening may be in the vein 
and part of it out. Injection should not be made 
unless there is a free backflow of blood into the 
syringe, and whenever there is any question, the 
piston should be drawn back as frequently as is 
necessary to dispel the doubt. Pain during the 
injection, of a stinging or burning character felt 
at the site of puncture, is a warning of probable 
extravasation that should never be disregarded. 
A finger tip on the skin surface over the point 
of the needle will also often detect beginning 
infiltration of the tissues from extravascular 
fuid. The prompt application of the felt pad 
after the injection is of service in preventing the 
leakage of injected fluid from the puncture wound 
in the vein. If ever there is the slightest ques- 
tion as to whether the fluid is going nicely into 
the vein, the injection must be discontinued at 
once. Only by this means can the incidence of 
sloughs be lowered to the irreducible minimum. 


TREATMENT OF COMPLICATIONS 


Phlebitis. Phlebitis in varicose veins is usually 
treated conservatively. In a few instances, we 
have ligated the saphenous trunk above such a 
process, with very satisfactory results. Usually, 
it is sufficient to place a pad across the vein, with 
an adhesive strip. When the phiebitis is below 
the knee, we usually encase the limb in an Unna’s 
paste boot, to support the circulation and place 
the part at rest. Under this treatment, the 
phlebitis usually subsides within a few weeks. 
Injection is postponed in such veins, for a period 
of at least 3 to 6 months. 

Eezema and Ulceration. Wherever local dress- 
ing is required, we employ the Unna’s paste 
boot. This treatment is supplementary to the 
obliteration of the veins, and by the combina- 
tion of the two, patients are given almost imme- 
diate relief from the pain and itching, and most 
ulcers may be brought to healing. We use a 
modification of the original formula of Unna, 
consisting of zine oxide, 1 part; gelatine, 2; 
water, 3; and glycerine 4. This makes a softer, 
smoother paste, which hardens to a rubbery con- 
‘istency. The paste is melted over a water bath, 
in individual metal containers, and is applied 
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directly to the surface of the skin, including the 
‘ulcer or eczematous area, with a broad, soft paint 
brush. A layer of gauze bandage is then wound 
about the limb, care being taken to avoid any 
kinks or twists in the bandage. If it cannot be 
smoothly applied without reversing, the bandage 
is cut and another spiral begun. Over the ban- 
dage a second coat of paste is applied, and then 
a second covering of bandage. The whole is 
anchored with adhesive. This forms an ideal 
local dressing which does not have to be re- 
newed oftener than once each week, and which 
is most grateful to the patient. 


CONCLUSION 


The treatment of varicose veins by the injec- 
tion of sclerosing solutions has been very widely 
accepted, and enthusiastic reports from all parts 
of the world proclaim the method efficacious, ex- 
pedient and safe. It is particuarly applicable 
to that class of patients who are most in need of 
it, and who were unable to procure the care re- 
quired under the older forms of treatment. By 
bringing these patients in for early treatment, 
the distressing complications of varicose veins 
will be largely prevented. When complications 
are present, the combination of injection therapy 
and adequate local measures greaty accelerates 
recovery. Finally, the development of an effec- 
tive method of treatment has stimulated medical 
interest in this condition. Instead of being sent 
from one clinic to another, these patients are 
now eagerly welcomed. As a result, we have 
seen the development of large clinics devoted to 
the care of these diseases. From this awakened 
interest and accumulating material, there is rea- 
son to expect a growth of knowledge as to the 
cause and nature of varicose veins and the source 
and significance of their complications. 

185 N. Wabash Ave. 





SMALLPOX* 
C. 8. Netson, M. D. 
SPRINGFIELD, ILL. 

I feel that I have about exhausted my limited 
vocabulary in talking and writing about small- 
pox. Not that these have been voluminous. I 
should consider a statement imparting such an 
impression quite presumptuous on my part. 


*Read before Illinois State Medical Meeting, Section on 
Public Health & Hygiene, May 22, 1930. 
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Many able men have written volumes on the 


subject, describing in detail all the known fea-’ 


tures of this disease. 

It is over thirty years since I first began in- 
vestigating smallpox. Since then I have continued 
in that practice more or less with the exception 
of two years. During this time, I have had a 
vast experience with the disease, smallpox. It 
would be a wild guess to say how many cases I 
have seen but 20,000 is a very conservative esti- 
mate. Notwithstanding this experience, I do not 
claim to be infallible in the recognition of this 
disease. Infallibility has no place in a vocabu- 
lary pertaining to diagnosis. Experience alone 
is the only means whereby one can expect to be- 
come what might be termed proficient in the 
diagnosis of smallpox. Reading and _ illustra- 
tions are an aid to diagnosis, but this applies 
more particularly to the typical cases and 
typical cases can be diagnosed very easily by most 
anyone who has read the books and seen the il- 
lustrations. In the atypical case neither reading 
nor observing illustrations will, in my opinion, 
lead to a very high degree of diagnostic efficiency. 

A patient may have a smallpox infection ac- 


companied by the most violent prodromal symp- 
toms which subside without leaving behind the 
slightest eruption on the body. This illustrates 
a significant difficulty in convincing the laity 
and even some physicians of the seriousness of 


the case. When on the other hand, a very few 
eruptions appear, following a few days sickness, 
the attack is diagnosed as “grip.” That non- 
eruptive cases of smallpox do appear sometimes 
has been proven by mothers giving birth to a 
child broken out with smallpox, when the mother 
was entirely free from any eruption. Of course 
this is proof positive, but I know of no other way 
by which a positive diagnoses could be made. I 
have seen a few cases of this kind in families 
where the disease existed. One member of the 
family would have violent prodromal symptoms 
which manifested themselves only to subside in 
three or four days with no eruption whatever. I 
could reach no other conclusion than that the 
illness was non-eruptive smallpox. These cases 
would have old vaccine scars which the patients 
had carried for many years. 

There are many eruptive diseases which have 
been confused with smallpox. Some of them 
which have come under my observation are 
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syphilis, urticaria, erythema, measles and of 
course, chickenpox. I shall not take the time to 
attempt to differentiate between smallpox and 
each of them, but a few comments of the dis- 
tinction between smallpox and chickenpox, the 
most frequent pair to be confused, seems proper. 

Most authorities in the past have regarded 
chickenpox as essentially a disease of childhood. 
Dr. W. T. Corlett of Cleveland in his book 
“Acute Infectious Exanthemata,” published in 
1904, states that he has never encountered a case 
of chickenpox after puberty. Whether or not 
he still maintains this view I do not know. Dr. 
C. P. Thomas of Leipzig, also says he never saw 
a case of adult chickenpox, and some authorities 
believe that susceptibility to chickenpox di- 
minishes after the tenth year of life, and ceases 
entirely after puberty. Dr. Welch says that on 
the other hand, there is no doubt that the disease 
is by no means uncommon among persons of 
mature life. He adds, moreover, that chicken- 
pox doubtless would be more frequent in adult 
life, were it not for the fact that in the vast ma- 
jority of persons, the susceptibility is destroyed 
by the occurrence of the disease in early child- 
hood. I have been in perfect accord with these 
views for many years. That chickenpox in adults 
is not so uncommon as formerly believed, I think 
is now generally accepted. 

Drs. Mitchell and Fletcher of Cincinnati, in 
an excellent article on varicella published in the 
Journal A. M. A. of July 27, 1927, give a report 
on a study of 775 cases of varicella which had 
been admitted to the Cincinnati General Hos- 
pital from 1913 to 1926. The age distribution 
of these cases, in percentages, was as follows: 


TABLE 1, 


Age Per Cent of Total 
Under 6 months of age 
Six months to 2 years 
Six to 12 years 
Twelve to 20 years 
Above 20 years of age 

Of the 150 cases among people over 20 years 
of age, 118 were in patients from 20 to 30, 26 
cases among those between 30 and 40, and six in 


persons over 40, the oldest case being 45 ycars 


of age. I have seen many cases of unmistakable j 


chickenpox in adults. The oldest of these was 4 
patient 60 years of age. In this case I felt sure 
of my diagnosis and the fact that no other cases 
developed in the family, which were all adults, 
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substantiated my conclusion. I have no means of 
knowing the ages, distribution percentages in the 
cases I have seen, but I don’t think they would 
vary a great deal from those given by Drs. 
Mitchell and Fletcher. 

he remarkable resemblance between chicken- 
pox and smallpox, has led some of our most 
noted authorities into mistaken diagnosis, and a 
difference of opinion between authorities of equal 
repute are on record. With these facts in mind, 
I believe that one should be excused for believ- 
ing that some unknown affinity exists between 
the two diseases. It must be remembered that 
Hebra made no distinction between chickenpox 
and smallpox, but we know today that they are 
two distinct diseases, and that immunity to one 
is no protection against the other. Even these 
facts, however, would not preclude the possibility 
of an unknown affinity. Many times I have seen 
these two diseases attack a community simul- 
taneously, each attacking victims in its respective 
manner. In these phenomena smallpox is easily 
checked by vaccination while chickenpox runs an 
wcontrolled course involving larger number of 


cases. 
In this connection it may be of interest to de- 


scribe a case in point. I was requested recently 
by a Springfield physician to see a case of an 
eruptive disease about the diagnosis of which he 
had some misgivings. I found the case to be a 
man 32 years of age. He gave a history of two 
or three days of fever, aching, etc. These symp- 
toms were followed by a very profuse eruption 
over the entire body, quite profuse over the face, 
but not quite so much as over the back and front 
part of the body. There were a number of 
petechial spots in the palms, but none of them 
developed into a papule. He had been vaccinated 
during the war and had a good scar. After care- 
fully considering the differential points, I made 
a tentative diagnosis of chickenpox. I considered 
it a rather remarkable borderline case so I in- 
vited our chief, the chairman of this section, Dr. 
J. J. MeShane, to see the patient with me. He 
did not dissent from my opinion but we both 
agreed that it would be no disgrace for any 
physician to make a diagnosis of smallpox in this 
tase, even if it should prove to be erroneous. 

In the patient’s family was a little child three 
years old. Dr. McShane and I advised the par- 
nts to have the child vaccinated on general 
principles if nothing else. For some reason the 
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family physician advised against it at the par- 
ticular time. Personally I was glad of it, as I 
felt this little child would prove the correctness 
of my diagnosis. I took the precaution to ask 
the mother to notify me at once if there appeared 
any eruption on the child. In about 15 days I 
called to see the child and it had as typical a case 
of mild chickenpox as I have ever seen. There 
was not enough physical disturbance to attract 
the mother’s attention, and the first thing she 
noticed one morning was the little pearl like 
vesicles on the body, which desiccated and dis- 
appeared in a few days. I considered this proof 
positive of the correctness of our diagnosis of 
chickenpox in the father. 

The history of smallpox makes very interesting 
reading. Just how long the disease has existed 
is unknown, but it is safe to say, it is very 
ancient. The Egyptian plague spoken of in the 
Old Testament is believed by some writers to 
have been smallpox. Among the older writers of 
medical history, pestilence and plague were often 
used synonomously with smallpox and other 
eruptive diseases. It is noted however, that 
when the description of smallpox is given, it is 
never spoken of as a strange or un-heard-of 
affliction, which leads one to believe that small- 
pox is of greater antiquity than the oldest records 
show. ; 

In the 6th century the wife of the King of 
Burgundy succumbed to the pestilence. On her 
death bed she bound her husband by an oath to 
sacrifice upon her tomb the two physicians who 
had attended her in her illness. Whether this 
illness was bubonic plague or smallpox, has given 


rise to a difference of opinion, but I think this 


little bit of history is sufficient to cause the 
physicians of today to congratulate themselves 
that they were not engaged in the practice of 
medicine in that day and age. 

The term “variola” was first mentioned in the 
year 570 A. D., when the Bishop of Lausanne 
described a violent malady which broke out in 
Italy and France, characterized by relaxation of 
the bowels and “variola.” Some believe this was 
the first description of smallpox, while others are 
of the opinion that it was bubonic plague. Why 
the term “variola” was used is not explained, but 
Webster defined “Variolate,” as a kind of rock 
containing imbedded whitish sphericles giving 
the stone a spotted appearance.” So it is pos- 
sible that the term was first used to describe a 
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disease that had a resemblance to something in 
nature, although the physician to King Edward 
(1305) says that variola takes its name from the 
fact that it affects the skin, “variously.” The 
term pock or pox, has been in use for centuries, 
but when syphilis appeared in western Europe, it 
was known as “the pox,” or “great pox.” Hence 
it became necessary to prefix a qualifying term 
to variola, from which we had the term smallpox. 

Varioloid is a term which I never use, as it 
is a misnomer and misleading and should be 
eliminated from the vocabulary of eruptive dis- 
eases, unless applied to chickenpox. The term 
was first used by Thompson of Edinburg in 1820 
to include varicella and all mild affections which 
he supposed to be modifications of the variola 
poisons. The suffix “oid,” as you know, means 
like. Typhoid fever means like, or resembling 
typhus fever, but it is not typhus fever. Simi- 
larly the term varioloid should mean a disease 
resembling variola, but not variola, as in chicken- 
pox. In the common acceptation of the term as 
it is used today, it is variola. The term there- 


fore should be relegated or applied to a distinct 
disease as chickenpox, which is not variola, but 
resembling it. When the term variloid was first 


used, it must be remembered that mild variola 
and varicella had not been universally accepted 
as two distinct diseases, but today when they are 
accepted as two distinct diseases, it is unfortu- 
nate that the term varioloid remained to describe 
mild variola, instead of being used to describe 
varicella, where the term rightly belongs. 

I feel that the elimination of smallpox is far 
more important today than any further attempt 
to educate the physician in the diagnosis and 
treatment of the disease. I shall devote to that 
angle the rest of the time allotted to this paper. 
The frantic efforts made in pre-vaccination days 
to control or even mitigate the awful scourge of 
smallpox is a pathetic story. Contrast this with 
the apparent indifference manifested among the 
people of today. Inoculation was practiced for 
centuries in the belief that the disease contracted 
in this way, assumed a milder character than 
that contracted in the usual manner. Results 
confirmed this belief to a certain degree. The 
death rate following smallpox from inoculation 
was about one in fifty, while the disease con- 
tracted in the usual way killed about one in 
three. Consequently many people were more 
willing to take a chance of one in fifty with in- 
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oculation than of one in three with a naturally 
provoked infection. 

Inoculation was first introduced in England 
in 1721, and reached America the same year, be- 
ing first used by a Dr. Boylston of Boston, who 
inoculated his only son 13 years of age, and two 
negro servants. Of course before it became gen- 
erally accepted it met with violent opposition. 
The disadvantages of this method was, that while 
the disease was usually milder in type, it was 
just as contagious and had the effect of keeping 
smallpox constantly in existence. The annual 
number of deaths therefrom was even greater 
than before the introduction of inoculation. In- 
oculation was practiced in this country for nearly 
a century before Dr. Jenner gave to the world his 
wonderful discovery of vaccination. It is not 
strange that this amazing discovery met with 
opposition and incredulity. Shortly, however, 
the ray of hope for an improvement over the old 
method led to more and more general acceptance 
of vaccination until it became quite universal. 
Thomas Jefferson, while president of the United 
States, wrote to Dr. Jenner in terms something 
like this. “Future generations will know noth- 
ing of the horrors of smallpox except from his- 
tory, and you will be known as the man who 
extirpated it.” 


Has this prophecy come true? For an answer, © 


consult the records of Illinois, and you will find 


that nearly 5,000 cases of smallpox were reported | 


in 1929. I am confident that many more cases 
should have been reported. They were not recog- 
nized, and consequently not reported. I feel 
satisfied that if all the cases which actually occur 
in Illinois had been recognized and reported the 
recorded incidence would have reached far 
beyond the 5,000 limit. To use the words of 
our esteemed Director, Dr. Andy Hall, “This is 
not only humiliating, but it is disgraceful.” 
What is the remedy? There is practically no 
dissention among the 8,000 or 10,000 physicians 
of Illinois, that universal vaccination would 


eliminate smallpox entirely. Must we sit idly by © 


and see a comparatively few anti-vaccination 
cranks dictate the policies of the State relative 
to this matter? Or shall we rally to the support 


of a compulsory vaccination law, which our Di- © 
rector has assured me he will have introduced at © 
The mere | 


the next session of the legislature ? 
suggestion of a compulsory vaccination law here- 


tofore has always met with violent opposition | 
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as might have been expected, but with the sup- 


port of the physicians of Illinois, together with a 


little education along these lines among some of 
our best citizens, I feel assured that this opposi- 
tion will melt away like mist before the sun. 

I find that anti-vaccinationists are not so 
numerous as one would think. Like the whistle 
on the steam-boat that Abraham Lincoln spoke 
about, they make so much noise that it appears 
like they are quite numerous. I believe the ma- 
jority of the Christian Scientists are broad 
minded, and would not exert any violent opposi- 
tion to such a law. The greatest opposition 
would come from the self-styled, “American 
Freedom League,” which I can only speak of 
with the utmost contempt. How much freedom 
do they want? There is no law on earth which 
compels them to employ a licensed physician. 
They are at liberty to do as they please so long 
as they do not become a menace to the rest of 
mankind. It is plain to be seen that their 
motive is strictly mercenary. ‘They evidently 
want all restrictions regulating the ‘practice of 
medicine removed, so that they can practice their 
quackery with impunity. 

Who finances this institution that has high 
salaried speakers going about the country advo- 
cating anti-vaccination and other scientific dis- 
coveries in medicine, unless it is the quacks who 
are defying the law in many cases, getting by 
with it, for a time at least. That some are get- 
ting away with it is illustrated by the exposure 
of such infamous characters as the Radio broad- 
casters, Drs. Brinkly of Milford, Kansas, and 
Baker of Muscatine, Iowa, the cancer quack, who 
are exposed in the Journal A. M. A. of April 9. 
These are the characters who would be found in 
Springfield with plenty of money at their dis- 
posal, to fight a bill of compulsory vaccination. 
I repeat, that it will only take the support of the 
medical profession, including a little education 
among the better part of the clientele to assure 
the passage of a compulsory vaccination law. 

A few weeks ago, I addressed the Kiwanis 
Club of Champaign on preventive medicine. 
There were present over 100 of the leading citi- 
zens which such a club usually represents. In 
speaking of a compulsory vaccination law, when 
I gave comparative statistics between Illinois 
and other states which have such a law, and 
also put the matter up to them from an economic 
point of view, I could see that it made an im- 


Cc. S. NELSON 71 


pression on them. After I concluded my talk, 
a gentleman came up to me, introduced himself 
and said that he would like to relate a little in- 
cident of his own experience, which seemed to fit 
in nicely with some of my remarks. He said that 
he and his wife and 3-year old daughter were 
touring some of the European countries a few 
years ago. When they got into Germany they 
heard so much about vaccination etc., the thought 
occurred to them that they had never had their 
little daughter vaccinated. Under the circum- 
stances it seemed wise to do it at once, so they 
went to a physician’s office and stated their 
errand. The physician faced them in astonish- 
ment and said, “How did you get into this coun- 
try?” The gentleman said that they had not 
been questioned relative to vaccination. The 
physician replied: 

“My dear Man, much as I would like to ac- 
commodate you, I can’t do it without orders 
from the authorities, and I must, according to 
law, report you to the Burgomaster.” 

This he did, and the Burgomaster in turn con- 
sulted with another official and the outcome of 
it was, that, after a good deal of red tape, the 
officials finally agreed that owing to the travel- 
ler’s ignorance of the law, and seeing his inten- 
sions were all right, they did not assess any fine. 
An order to the physician to vaccinate the child 
was thereupon issued. The physician told the 
traveller that he had never seen a case of small- 
pox, and that he would be willing to travel 50 
miles to see a case. If that doctor would only 
come to Illinois I could show him a number of 
cases without travelling such a distance. It is 
useless to add, that the gentleman who told me 
of his experience in Germany is in favor of a 
compulsory vaccination law. 

Another advantage in a compulsory vaccina- 
tion law is that it would insure vaccination in 
childhood, and children seem to take vaccination 
with less liability to complications than older 
people. In fact, I think babyhood is an ideal 
time to immunize for both diphtheria and small- 
pox, and they can not be too young to contrain- 
dicate vaccination against smallpox, especially in 
an emergency. A few months ago, I was called 
to visit a case of smallpox in a lady living in 
Manchester, Scott County. The patient gave 
birth to a baby on the third day after onset of 
the disease and on the day of the appearance of 
the eruption. I saw the case on the sixth day 
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after the birth of the child. The physician told 
me that he had vaccinated all the family which 
was quite large, but he did not want to take the 
responsibility of vaccinating the new born baby, 
but preferred to wait my arrival. My advice was 
to vaccinate at once, as it was much safer to risk 
vaccination than smallpox. The child, I added, 
was sure to contract smallpox if it were not 
vaccinated. It was vaccinated and took nicely 
but it evidently had a mixed infection as a few 
pustules appeared, but no untoward results fol- 
lowed. A short time after this; I saw a similar 
case in Havana, and Dr. Hanson of that city 
vaccinated the baby the day it was born. I saw 
the mother and baby about the tenth day, and 
the vaccination was taking beautifully with no 
apparent discomfort to the baby, and it never 
contracted smallpox. 

In conclusion I wish to say, that if smallpox 
is eliminated from Illinois during my life time, 
which a compulsory vaccination law would prac- 
tically do, it would be to me, like bidding good- 
bye to an old friend, but I assure you I would 
shed no tears at the parting. On the contrary I 
would feel that after years of preaching and ad- 
vocating vaccination for the prevention of small- 
pox, my efforts in that direction had at last 
borne a measure of fruit toward the full realiza- 
tion of a long cherished hope. 


DISCUSSION 


Dr. I. D. Rawlings: I am pleased to have this oppor- 
tunity of discussing this excellent paper on smallpox 
by Dr. Nelson. As proof of Dr. Nelson’s years of serv- 
ice in smallpox work in Illinois, I can testify that I first 
met up with him in his official capacity in December, 
1898, when he visited Biggsville on account of an out- 
break of smallpox there. 

My medical school classmate, Dr. James A. Egan, 
then Secretary of the State Board of Health, had sent 
me to Biggsville, Henderson County, Iilinois, to treat 
10 or 12 cases of smallpox, then without medical atten- 
tion, because the only physician in the village, who was 
not afraid to go near a suspected case of smallpox, was 
himself a patient with a confluent case of smallpox. 

When I went to Springfield on February 3, 1921, as 
Director of Public Health, I was surprised to find that 
during the preceding month Illinois had had 1,900 cases 
of smallpox, for I knew that Chicago, with almost half 
of the state’s population, had contributed but 71 of this 
total. 

Knowing of the great experience and diagnostic abil- 
ity of Dr. Nelson in eruptive contagious diseases, 
especially smallpox, I asked that Dr. Nelson be sent to 
me. I was again surprised to learn that his services 
had been dispensed with. At the first opportunity I 
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returned him to his old field of activities in the state 
‘health service. 

Substantiating Dr. Nelson’s statements that adult 
chickenpox is no great rarity, I bring you the recent 
statistics from Chicago. Unfortunately, the published 
reports of the Chicago Health Department prior to 1926 
fail to show holw many of the approximately 4,000 cases 
of chickenpox reported annually occurred in adults. In 
1926, however, there were 469 adult cases among the 
5,191 reported cases. In 1927, of the 4,155 cases re- 
ported 283 were in adults. In 1928, we had 4,926 cases 
recorded, of which number 355 were adults. In 1929, 
of the 4,543 cases of chickenpox, 477 were adults. Thus 
far in 1930, of the 1,675 cases reported, 117 of .these 
have been in adults, making a grand total since 1925 
of 20,049 cases of chickenpox reported of which 1,701 
or a little less than 8 per cent. of all cases were in 
patients above school age. 

About 1908, while Dr. William A. Evans was Com- 
missioner of Health, he recognized that chickenpox 
not only occurs in adults, but also realized the difficulty 
in differentiating chickenpox from mild smallpox. At 
that time as a safeguard he required that in chickenpox 
cases the medical health officer see all cases 16 years or 
over if the report of the physician said patient was un- 
vaccinated or if the report from the physician failed to 
give the vaccinal status, to make sure that the so-called 
chickenpox case was not one of smallpox. 

Too much stress cannot be laid on the difficulty in 
recent years of making a diagnosis of smallpox. ‘The 
mild type of disease, now prevalent, is very atypical as 
judged by the experience in earlier years of Dr. Nelson 
as well as by the older text-book descriptions, 

Although each medical health officer in Chicago has 
seen a number of cases of smallpox, occasionally one 
of these diagnose the mild atypical smallpox case as one 
of chickenpox. The attending physician still more fre- 
quently makes this mistake. As illustrating this point 
I have gone through the Chicago records for 1928, 1929 
and 1930 and find the following data: 

In 1928, of the 147 cases of smallpox reported, 12 of 
these had a diagnosis of chickenpox made by the at- 
tending physician. Four of these were in adults. Dur- 
ing the latter part of 1928 there occurred on the south 
side of Chicago, in the Auburn Park district, quite a 
number of smallpox cases of a mild character. ‘The 
beginning of this localized epidemic was due to the fail- 
ure to recognize as smailpox a number of cases which 
were diagnosed as chickenpox at the beginning of this 
outbreak, occurring among the pupils of a parochial 
school. 

In 1929 a mistaken diagnosis of chickenpox was made 
in 7 of the 73 cases of smallpox cases reported. Four 
of these were in adults. 

During the first four months of 1930 there were 100 
cases of smallpox reported, and in 7 of these a mis- 
taken diagnosis of chickenpox was made. All of these 
seven were in adults. 

If cases in unvaccinated individuals occur with typical 
onset symptoms and with but one or two lesions, it is 
logical, I believe, to assume that there can be cases of 
true smallpox in the unvaccinated individual without 
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any eruption. However, I have never seen such a case 
in an unvaccinated individual. In the individual, vac- 
cinated successfully years ago, it occasionally occurs. 
In fact I believe I personally had a modified smallpox 
without an eruption in January, 1899, although I had 
had a successful vaccination in 1886, with a retrial in 
1892. 

It is not uncommon to find in an individual vacci- 
nated about the fifth day after exposure, ‘where there 
is a good active vaccination resulting, that very few 
lesions appear as the vaccination took too late to pre- 
vent all eruption, but in these cases the course of the 
few lesions is greatly modified by the vaccination and 
these lesions run a short course. For example, in 1930, 
smallpox case No. 67 had but one typical lesion and 
cases No. 68 and 69 each had three lesions. These were 
all vaccinated after exposure but too late to entirely 
prevent all eruption. 

I was interested in the statement by Dr. Nelson about 
the newborn baby which was promptly vaccinated with 
a good result. For years the late Heman Spalding in- 
sisted that if the unvaccinated individual exposed to 
smallpox is vaccinated ‘within four days after exposure 
and a prompt “take” results that individual will escape 
smallpox. If the vaccination is made after the fourth 
day or a prompt “take” does not result then the dis- 
ease will not be prevented but it will be modified. A 
vaccination made seven or more days after exposure 
may “take” but the disease will not be modified by it. 
Years of observation by the speaker confirms this state- 
ment in almost all cases. 

| had hoped Dr. Nelson would tell us how early in 
the pre-eruptive febrile stage of smallpox the disease is 
contagious. The last official act of Dr. M. of Biggs- 
ville, before he developed confluent smallpox, was to 
deliver and ‘work over a “blue baby,” using all the vari- 
ous means of resuscitation, one of which was blowing 
his breath into the child’s face and lungs. From that 
case he went home to bed feeling quite ill, with a tem- 
perature of 103° F. The next afternoon he developed 
the smallpox eruption. Until I arrived on the ground, 
some seven days later, there was no one to vaccinate 
that infant, yet it did not contract smallpox. 

I hope Dr. Nelson is not underestimating the strength 
of the cultists in connection with their organized op- 
position to a compulsory vaccination law. Many of us 
remember what happened in this connection in Chicago 
in January, 1926. Let me read you some of the damn- 
able provisions which the “cults” are said to have forced 
into the Chicago ordinance creating a Board of Health. 

“The Board of Health shall pass no rule or regula- 
tion which will compel any person to submit to vaccina- 
tion, or injection of any virus, or medication, against 
his will or without his consent, or, in case of a minor 
or other person under disability, the consent of his or 
her parent, guardian, or conservator, and nothing in 
this ordinance contained, or in any other ordinance here- 
tofore passed and in force in this city, shall be con- 
strued to authorize or empower any person or officer 
to so vaccinate, inject, or medicate, without such con- 
sent, or to authorize or empower the said board of 
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health to adopt any rule or regulation requiring or 
authorizing any such vaccination, injection, or medica- 
tion.” 

Because of certain handicaps resulting to the work of 
the Chicago Health Department, owing to the restric- 
tions in this ordinance, I feel sure that Dr. Hall, the 
director of public health, will receive the united sup- 
port, of the Chicago Health Department and all its in- 
fluence in his effort to pass a compulsory vaccination 
act. 

Because of the big howl that the anti-vaccinationists 
are going to make over the bugaboo of so-called “vac- 
cinal encephalitis,” if an attempt is made to pass a 
compulsory vaccination act, I wish to devote three 
minutes to that subject if time permits and the chair 
does not rule that I am out of order for not sticking 
to my subject, as Dr. Nelson’s paper did not mention 
this. 

Post-vaccinal encephalitis. We must accept the fact 
that there is such a pathological condition as post- 
vaccinal encephalitis. We must also agree that this dis- 
ease has occurred in Illinois. The speaker in December, 
1928, had occasion to investigate two deaths at East 
St. Louis which were charged to vaccination against 
smallpox. The first of these two children undoubtedly 
died of pneumonia. The other case was the one cited 
by Simon Flexner in his classical article on Post- 
vaccinal Encephalitis, published in the Journal A. M. A. 
on February 1, 1930. This second case was undoubt- 
edly, a case of post-vaccinal encephalitis. During my 
30 years in contagious disease and other public health 
work in Illinois I have been in close touch with the 
deaths said to be due to vaccination against smallpox. 
During this entire period I know of but this one case 
of post-vaccinal encephalitis. In Chicago the Depart- 
ment of Health alone in the past 10 years has per- 
formed well over 940,000 vaccinations and yet we know 
of not one case of post-vaccinal encephalitis. At best 
this disease is a great rarity in the United States. It 
can be ignored as a cause of death of any consequence 
when compared with the more than two hundred deaths 
from smallpox in Chicago since 1900, to say nothing of 
the many cases of illness and deaths prevented by these 
several hundred thousand vaccinations. 

There should be no doubt in the mind of any medical 
man in deciding whether or not to vaccinate a child 
against smallpox because of the remote possibility of a 
post-vaccinal encephalitis. The physician who does not 
want to take this tiny chance can greatly minimize this 
slight possibility of this disease by having the child 
vaccinated before he is nine months old. 

There is no doubt that the cults will add post-vaccinal 
encephalitis to tetanus, syphilis and the other exploded 
theories of dangers (under correct technic) from vacci- 
nation against smallpox. We should all be informed 
on how extremely rare post-vaccinal encephalitis is so 
we can give correct information to the public in meet- 
ing the bombastic false claims of the cults. 

Dr. Arlington Ailes, La Salle: I have two or three 
points to bring up. I can say in my short experience I 
have seen 25 or 30 cases of adult chickenpox, and the 
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point I want to make is this, that they are usually much 
more serious than childhood chickenpox. So that 
chickenpox is one disease I tell the people the children 
ought to have. I think they really ought to have it be- 
cause when an adult gets it they are sick and it takes 
them away from their livelihood and takes the mother 
away from caring for the children, and they have to go 
to bed. 

Another point. I just have tlwo cases to report. A 
doctor reported two cases of smallpox in one home. I 
hurried out to see them. The mother and a small child 
were sick. The mother met me with a great roar of 
indignation about vaccination, showing a big scar on the 
arm, and saying, “Now we have smallpox.” I looked 
her over and decided she and her child had chickenpox. 
She said, “Where did we get chickenpox?” They had 
a six year old child just home from school. I saw a 
lot of spots on the body left by recent chickenpox. A 
great many of the mothers never know when their chil- 
dren have chickenpox and they are overlooked by the 
nurse and teacher in school and that’s the way it is 
often brought home and accounts for some of these 
cases. : 


Another experience I had was a case in which all the 
other members of the family were vaccinated except 
the daughter and her husband. This daughter said she 
had been vaccinated twice and now she contracted 
smallpox. Her husband had no vaccination scar 
although he said he attempted vaccination three times 
and it did not take. The family was poor and he was 
the only one working and I said to him, “If you will 
call your doctor and get vacinated right away, and 
especially if you will find a place where you can go so 
that we can quarantine you for sixteen days, in case 
your vaccination does not take, we can release you and 
then you can go back to work.” He decided to stay 
home, however, but took his vaccination. I saw him 
again in about eight days and he had not had a success- 
ful vaccination. The doctor had not come back to see 
whether he had or not. But he told me, “My arm 
itched a little bit” and there was a little pimple there 
and a scab. I thought possibly that he had had a reac- 
tion of immunity. So I secured a fresh point. I took 
that liberty because of the financial situation, and vacci- 
nated him again. Sure enough, that boy had a twell 
marked reaction of immunity. When I released the 
wife I also released him because of this immunity. 

Another thing, to lessen resistance to vaccination 
and which may help to put over the compulsory law is 
the performance of modern vaccination. If the doctors 
will learn to use the multiple puncture method of vacci- 
nation, which consists in just cleansing the skin, plac- 
ing on a drop of fresh virus and then just a few little 
pressure punctures, through this drop, of the needle 
held tangent to the skin and then if they do not bind 
up the arm and will vaccinate early in life, there will 
be little trouble. There is then little sickness. 

I had a little experience in Sidney, Ohio. In that 
state the board of education has the right to pass a 
regulation requiring compulsory vaccination of all 
I tried to get 


school children who enter their schools. 
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that through with the board of education at Sidney and 
one of my biggest reactions from the public was, “Well, 
I have three or four children going to school and it will 
cost me six or seven or eight dollars to get them all 
vaccinated.” I was just wondering if you would not 
meet ‘with a lot of opposition that way about a state 
law. If there could be some way whereby the first 
vaccinations could be free I think you would have a 
whole lot more people in favor of it than otherwise. If 
there would be some way where a family who had four 
or five children going to school would not have to go 
to the doctor and pay six to ten dollars to initiate this 
new law, it might take away a lot of opposition. 

Dr. Tom Kirkwood, Lawrenceville: I would like 
to ask one question. In 940,000 vaccinations they had 
in Chicago with no deaths from encephalitis, did they 
have any deaths from any other reason following vacci- 
nation? 

Dr. I. D. Rawlings, Chicago: They were all since 
1920 and I left in 1921. There were three or four 
tetanus deaths. I think Dr. McShane would know 
better than I because he was watching the situation 
more Closely. 

Dr. W. H. Smith, Benton: Our medical profession 
has been responsible for people fearing that sore arm 
following vaccination, and the gentleman over here 
who spoke gave us a good point. You go into any town 
where there are as many as half a dozen physicians 
and the chances are that each individual physician will 
have his individual technique. The chances are that he 
doesn’t ask the patient to return at the end of five 
days, or any other time to give care to the arm. I 
find that a great many doctors still use a shield, and 
they put on a pad of gauze and ‘we find that glued to 
the vaccination wound. 


Again, it is very important that the virus should be 
properly cared for. We sometimes go into a drug store 
down in Southern Illinois and call for the virus, even 
if it is at one of our stations and the temperature in 
the room will be more than 110 and they go to a drawer 
and take out the virus and hand it to us. I don’t be- 
lieve that one doctor out of a hundred understands the 
reaction that we get from the virus with relation to 
the care that the virus itself has had. 


Unless the State Department of Health can bring 
about some recognized technique and mode of care, 
people will always dread vaccination against smallpox. 
I think that is an important thing for the department 
to take up and give us a recognized technique and advo- 
cate it, and as to the care of the vaccination wound. I 
feel that the people are largely justified in saying that 
they would sooner have smallpox than to take their 
chances in some places down in Southern Illinois with 
vaccination against smallpox. I have seen some terrible 
arms, all uncalled for, because there is no regulated 
technique. Some of the doctors don’t even make the 
arm clean; they just have the fellow roll up his dirty 
sleeve and vaccinate him. No wonder they get infec- 
tions. 

Dr. Victor Brian, St. Francisville: I would like to 
ask Dr. Nelson if he thinks it would be safe in the case 








Janu 


of m 
a litt 
regul 
pox 
griev 
nated 
modi 
very 
stay 
Dr 
In a 
pre-e 
of e\ 
fever 
perie 
latte: 
chan 
no 
At 
smal 
same 


som 
som 
you 
whe 
her 
tung 
brin 
argt 
sina 
curr 
as § 
becz 
Vv 





"y, 1931 


ney and 
_ “Well, 
l it will 
hem all 
uld not 
a State 
le first 
have a 
ise. If 
id four 
+ to go 
ite this 


d like 
ey had 
d they 
vacci- 


since 

r four 
know 
uation 


ession 
2 arm 
here 
town 
icians 
1 will 
lat he 
f five 
n. I 
, and 
ed to 


ld be 
store 
even 
re in 
awer 
t be- 
; the 
n to 


ring 
care, 
pox. 
nent 
dvo- 
LE 
that 
heir 
vith 
‘ible 
ated 
the 
irty 
fec- 


to 
ase 








January, 1931 


of modified smallpox, if the vaccination be carried out 
a little late, to release that patient under 21 days. Our 
regulations now require us to keep the modified small- 
pox 21 days, as I understand it. I have a lot of 
grievance on account of people who have been vacci- 
nated and their vaccination is late, they would have a 
modified smallpox which will go through the stages 
very quickly and peel off, and yet they don’t like to 
stay in for 21 days. 

Dr. Charles Nelson, Springfield (closing discussion) : 
In answer to the question about contagiousness in the 
pre-eruptive stage, I will say this that we have plenty 
of evidence to prove that smallpox is contagious in the 
fever stage. But I firmly believe judging from my ex- 
perience that it is not so violently contagious as in the 
latter stages, but however we can’t afford to take those 
chances. It is contagious in the fever stage; there is 
no question about it. 

Another thing, I don’t consider that modified or mild 
smallpox is as contagious as the confluent type, on the 
same theory that a little fire is not as dangerous as a 
big one. There are many more germs in the confluent 
type. 

Just a short time ago, I was called to a little town 
where the school teacher brought the smallpox into the 
school and the children ran around there like rats with 
mild smallpox. No doctor had seen them. I didn’t see 
them until I got into the place and I got a history. 
This kind of case helps to build up the belief and 
declaration of the public that they would rather have 
smallpox than to be vaccinated. But when I pull a 
picture out of my pocket and show the old confluent 
type, it changes their minds. 

In regard to post-vaccinal encephalitis, it is very un- 
fortunate that these cases sometimes occur, and that is 
one point in favor of the compulsory vaccination law 
because that will insure the vaccination of children in 
early life. I believe Dr. McShane told me not long 
ago that post-vaccinal encephalitis was never found in 
a baby or in early childhood. 

Dr. McShane: I have never found any. 

Dr. Nelson: Unfortunately I believe I saw a couple 
of cases in Springfield a couple of years ago. But that 
is a great argument for these antivaccinationists, of 
course. 

I had a disgusting experience a few years ago, going 
to Jacksonville and hearing a representative of the anti- 
vaccination league talk on antivaccination, and he told 
some of the most disgusting stories of what happened 
sometimes in vaccination. Among other things—I want 
you to believe it because I have proof of it—he said 
when his sister was vaccinated she broke out all over 
her body ‘with cow’s hair. He said, of course, for- 
tunately it didn’t last long. But if every case they 
bring up against vaccination was true, it wouldn’t be an 
argument against vaccination, because the deaths are so 
small as compared with the number of deaths that oc- 
curred in the pre-vaccination days that it would be just 
as sensible as the advice never to ride in automobiles 
because some people get killed. 

When Uncle Sam took over the Philippines this 
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country vaccinated 3,500,000 natives there and stamped 
out smallpox without a solitary death or bad result 
from the vaccination. Isn’t that proof enough of the 
comparative safety of vaccination? 

Dr. Smith brought out a good point about what are 
we going to do with these physicians you can’t teach 
anything. Years ago I was over in Eastern Illinois 
and happened out in the country where a doctor was 
vaccinating the school children. I suppose he was hired 
by the school board. If the township or some officials 
have any legal problem they want solved or analyzed, 
they will get the very best lawyer they can get regard- 
less of price but, if they want some medical attention 
they generally put it upon the auction block and let it 
out to the lowest bidder, and this fellow evidently was 
the lowest bidder. He had a needle, and had the chil- 
dren lined up. He would scratch the arm until the 
blood trickled down the arm and would take his dirty 
index finger and wipe off the surplus blood, stick the 
needle into the lapel of his coat and call for the next 
and repeat the operation. I said to him, “That’s the 
way you vaccinate. If you don’t have a lot of infected 
arms, I will miss my guess.” I made a report to 
Secretary Egan and I think he wrote him a pretty stiff 
letter. I find doctors today that are using the old 
cross-scratch method, bunion plasters, shields, heavy 
bandages, and it seems to me you can’t teach them any 
different. An old friend of mine, a good physician, had 
two or three boxes of bunion plasters upon his desk. 
I said, “You don’t use them, do you?” He said, “Yes. 
I never had any trouble.” Now, the ‘medical journals 
are full of this teaching, Dr. Smith. I don’t know what 
more we can do. But it seems to me some physicians 
will study the major things and neglect the little things. 
Many an automobile has been ruined by the manufac- 
turer neglecting the little things and it is the same 
way with the medical profession. They may study how 
to perform a laparotomy or something like that, but a 
great many of them don’t know how to perform a 
proper vaccination. 

In answering Dr. Brian’s question, I have nothing 
to say because the rules of the department require three 
weeks’ minimum period for smallpox. I don’t think 
there is any question that some cases could be released 
safely before that time, just the same as I believe some 
cases of mild scarlet fever could be released earlier but 
it wouldn’t be safe to take a chance. So we have to 
abide by the rules. 

It is a fact that chickenpox in adults is more severe 
than in children and I think that must be one reason 
why some of the old authors say they have never seen 
chickenpox in adults, because I have seen them with 
the prodromal symptoms and broke out from head to 
foot ten times worse than many cases of smallpox; as 
far as eruption was concerned. 

I believe I have made mistakes myself in order to be 
on the side of safety. I remember a case in Winchester 
where the doctor had a case which he diagnosed small- 
pox. I said, “I believe it is chickenpox, but we can’t 
afford to take any chance so go on with the quaran- 
tine.” But in a case in Springfield where I had the 
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opportunity to give it personal attention, I took a 
chance and proved that I was right. 





THE FAMILY DOCTOR 

“Many changes have taken place. Medicine is now 
as much preventive as curative. The hospital, a place 
that was once dreaded as a last refuge for the sick, 
is now looked upon as almost a necessity by those but 
slightly ill. 

“But there is one thought that makes me look back 
with gratitude and love to the old-fashioned doctor. He 
treated people; the doctor of today treats a disease. The 
old family doctor, though he had a long beard where 
germs abounded, and even a spotty vest, knew his pa- 
tient and in many cases the patient’s family and his 
physical peculiarities. He did not have to jot down the 
antecedents or the history of a case on a card; he knew 
it in his head and in his heart. 

“Tf medicine were an exact science I would say: ‘Yes, 
the family doctor has outlived his generation.’ But it 
is not. There is something to mental healing, and the 
ounce of confidence which he instils often proves to be 
a pound of cure.’—William Henry Welch, America’s 
Dean of Medicine, 





Society Proceedings 


ADAMS COUNTY 

The regular monthly meeting of the Adams County 
Medical Society was held at the Elk’s Club Hall, De- 
cember 8, 1930. The meeting was called to order by 
the President, Doctor J. F. Ross, at 8:25 P. M. Forty- 
three members in attendance. 

Doctor Carson K, Gabriel gave a brief report of 
the 1930 meeting of the American Academy of Ophthal- 
mology and Otolaryngology, held in Chicago. Doctor 
E. B. Montgomery reported the 1930 meeting of the 
American College of Surgeons, held in Philadelphia 
and Doctor J. E. Miller gave a report of the 1930 meet- 
ing of the Interstate Post Graduate Assembly of North 
America, held in Minneapolis. 

Doctors E. E, Lyon, of Quincy, and F. B. Parker, 
of Ursa, were elected to membership in the Society. 

The Secretary read his annual report, which was 
followed by the Treasurer’s report. 

The annual election resulted as follows: Doctor Har- 
old Swanberg was elected president; Doctor Hart 
Litchfield, first vice-president; Doctor D. M. Knapp, 
second vice-president; Doctor Frank Cohen, secretary ; 
Doctor J. A. Koch, treasurer; Doctor Ralph Mc- 
Reynolds, Medico-Legal Member of the Society. Doc- 
tor T. B. Knox, Delegate for the Society for two 
years; Doctor Walter D. Stevenson, Alternate Dele- 
gate; Doctors Warren Pearce and J. E. Miller, mem- 
bers of the Council to serve for two years; Doctor E. 
L. Caddick, on the Board of Censors for three years; 
Doctor H. S. Maupin, a member of the Library Com- 
mittee for three years. At this time the President ap- 
pointed Doctor C. D. Center to escort the newly 
elected president to the chair. 
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Doctor Ralph McReynolds made a motion that the 
usual honorarium of $100.00 be given the Secretary 
in appreciation of his services during the past year, 
Carried. 

Doctor C. A. Wells made a motion that $300.00 be 
appropriated from the treasury for the expense of the 
Library Committee during the coming year. After 
considerable discussion this motion was carried. 

Doctor J. A. Koch made a motion the 1930 dues for 
membership in the Society be maintained at $20.00, 
Doctor T. B. Knox made a substitute motion the dues 
be $15.00. After considerable discussion, the substi- 
tute motion was carried. 

A motion was carried that the January meeting be 
a social meeting and in charge of the newly appointed 
entertainment committee. 

A motion was carried that the Secretary be in- 
structed to enter into a contract in the name of the 
Society for the publicaion of the Bulletin during the 
coming year, the expense to the Society not to exceed 
$100.00. 

The meeting adjourned at about 11:25 P. M. 


Harotp SwANnBeErRG, M. D., Secretary. 





ALEXANDER COUNTY 


The Alexander County Medical Society closed its 
activities for the year with a joint business meeting 
and banquet with the Pulaski County Society at the 
Halliday Hotel, Cairo, the evening of December 16. 
There were present seventeen members from the two 
societies. Guests of the Society were. Dr. J. S. Temple- 
ton, of Pinckneyville, Ill., Councilor for this the Tenth 
District, and Dr. J. W. Hamilton, Mt. Vernon, IIl., of 
the Ninth District. There were also present as guests 
of the different members Drs. M. L. Klinefelter and 
W. E. Saur, of St. Louis, Mo, Dr. W. S. Love, 
Charleston, Mo., and Dr. Harkless Dunn, Elgin, Iil. 

Officers for the Alexander County Society for 1931 
were elected as follows: President, Dr. J. E. Woelfle, 
Cairo; Vice-President, Dr. Flint Bondurant, Cairo; 
Secretary-Treasurer, Dr. J. S. Johnson, Cairo; Mem- 
ber Board of Censors, Dr. R. E. Barrows, Cairo. 

The annual report of the secretary showed that of 
the 21 eligible physicians in the county 19 are mem- 
bers, making a percentage of 90 plus. This is held 
to be as high as that of any county in the state. The 
report also showed that monthly meetings were held 
during the year with the exception of the three sum- 
mer vacation months. One of them was a public meet- 
ing at request of Dr. Andy Hall, Director of Public 
Health of the State, and another a special meeting ad- 
dressed by Dr. Alex. Brunschwig, of Chicago. There 
was a report of every meeting in the ILLINo1s MEDICAL 
JouRNAL next issue following the same, and three times 
during the year the Journal A. M. A. took notice of 
the programs. Besides these the local daily carried a 
notice of each meeting on the afternoon preceding same 
followed by report of the proceedings next day. 

The regular mailing list of the secretary covered all 
physicians in this and Pulaski Counties, Ill. and the 
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adjoining counties of Ballard in Ky., and Mississippi 
County, Mo. During the year, not including the public 
meeting, 46 visiting physicians attended. The programs 
presented were all of high order, and the retiring sec- 
retary is duly appreciative of the willingness of the 
members to contribute to the success of each program. 
The Society, therefore, has closed a helpful and en- 
joyable year. 
The banquet that followed was a sumptuous one. 
Jas. W. Dunn, Secretary. 





COOK COUNTY 
CHICAGO ROENTGEN SOCIETY 


Wednesday, December 10, 1930 

Roentgenological Aspects of Pulmonary Tubercu- 

losis in Childhood Benjamin Goldberg 
X-Ray Diagnosis of Tuberculosis 

Dr. George Palmer, Springfield, Illinois 

Indications for and Results of Surgical Treatment 

of Pulmonary Lesions as Observed Roentgeno- 
logically ....Dr, W. A. Evans, Detroit, Michigan 
Discussants: Dr. Lorison Brown, Saranac Lake, New 


York, Carl Hedblom, James Britton, Ralph Bettman. 


CHICAGO MEDICAL SOCIETY 


Wednesday, December 17, 1930 
SYMPOSIUM ON GALL BLADDER DISEASE 
By Northwestern University Medical School 

Physiology of the Gall Bladder 

Pathology of Gall Bladder Disease...... J. P. Simonds 

Roentgenology in Diagnosis of Gall Bladder Dis- 
James T. Case 


Clinical Diagnosis of Gall Bladder Disease 
C. A. Elliott 


THE SOCIETY FOR EXPERIMENTAL 
BIOLOGY AND MEDICINE 
Tuesday, December 16, 1930, 7:30 P. M. 


1. The Pathology of Experimental Vaccinal and 
Rabies Encephalitis. R. R. Grinker (Intr. by H. B. 
Van Dyke). 

2. Studies in Renal Denervation—I. Roentgenogra- 
phic Demonstration of Vascular Alteration. G. Milles, 
E. F. Miller and W. F. Petersen. 

3. Effects of Viosterol on Basal Metabolism of 
Normal Dogs. C. I. Reed, E. A. Thacker and J. W. 
Welch. 

4, A Study of Excretion in Normal Dogs after In- 
travenous Administration of Viosterol. E. A. Thacker, 
L. M. Dillman and J. W. Welch (Intr. by Dr. Reed). 

5. Calcium Content of Various Tissues of Normal 
Dogs after Administration of Viosterol. L. M. Dill- 
man and R. I. Klein (Intr. by Dr. Reed). 

6. A Tyramine-like Substance in the Colostrum of 
Felamptic Patients. I. T. Genther and B. Van Hoosen 
(intr. by Dr. Austin). 

?. The Stability of Esterase and Ereptase in 
Ground Liver and Kidney Preserved in Glycerol. O. 
R. Caillet (Intr. by Dr. Simonds). 
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8. The Influence of Eggwhite upon the Absorption 
of Bacteria from the Intestinal Tract. A. J. Nedzel 
and L. Arnold. 

9. The Influence of Eggwhite upon the Elimination 
of Bacteria into the Intestinal Tract. A. J. Nedzel and 
L. Arnold. 

10. The Influence of Eggwhite upon the Cyclic Cir- 
culation of Bacteria in the Splanchnic Area. A. J. 
Nedzel and L. Arnold. 

11. The Influence of Eggwhite in the Duodenum 
upon the Elimination of Bacteria into the Gall Bladder. 
A, J. Nedzel and L. Arnold. 

12. Absorption of Bacteria from the Gall Bladder. 
A. J. Nedzel and L, Arnold. 

13. The Effect of Rectally Administered Ether-Oil 
Mixtures on the Absorption of Histamine from the 
Colon. R. W. Albi and T. E. Boyd. 

25. A Pump Extraction Method of Female Sex 
Hormone from Pregnant Urine. R. G. Gustafson, S. 
S. Schochet and J. E. Lackner. (Intr. by Dr. Arnold). 

To Be Read by Title 

14. Influence of Gastric Acid Secretion Upon the 
Bactericidal Power of the Gastro-Intestinal Tract. S. 
B. Furby and L. Arnold. 

15. Influence of Saponin upon H-ion Concentration 
and Bacterial Flora in Stomach and Small Intestine. 
Irving Kaufman (Intr. by Dr. Arnold). 

16. Influence of Broth Cultures and Media upon 
Self-Disinfection of the Skin. B. E. Montgomery 
(Intr. by Dr. Arnold). 

17. Optimum Bacterial Suspension for Testing Skin 
Disinfection. R. Karns and L. Arnold. 

18. New Technic for Roentgenographic Study of 
Renal Vessels. G. Milles, E. F. Miller and W. F. 
Petersen. 

19. Protein Digestion in the Human Stomach. W. 
H. Welker and O. Bergeim. 

20. The Destruction of Yeast in the Normal Human 
Stomach. B. E. Montgomery, A. K. Boor, L. Arnold 
and O. Bergeim. 

21. The Effect of Bilateral Suprarenalectomy on 
Certain Constituents of the Blood of Dogs. A. B. 
Hastings and E. L. Compere. 

22. Studies of the Relationship Existing Between 
the Suprarenal Glands and Muscle Tissue Respiration. 
J. E. Davis and A. B. Hastings. 

23. Mobilization of Blood Inorganic Constituents 
after Vagal Stimulation. E. G. Lipow, W. K. Weaver 
and C. I. Reed. 

24. The Influence of Saponin on the Intestinal Ab- 
sorption of Calcium. F. C. Sternasty (Intr. by Dr. 
Boyd). 





DEKALB COUNTY 

Thursday, December 11, 1930, The DeKalb County 
Medical Society was entertained by the Staff of St. 
Mary’s Hospital, DeKalb, Ill. A turkey dinner was 
served to the twenty-three physicians present at 12:30 
P. M. Monsignor Solon acting as host. 

The 1931 officers of the DeKalb County Medical So- 
ciety are as follows: President, Dr. Chas. D. Carter, 
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DeKalb; Vice-president, Dr. Roy M. Wheeler, Syca- 
more; Secretary and Treasurer, Dr. Clifford E. Smith, 
DeKalb; Delegate for two years, Dr. Percy I. Hopkins, 
DeKalb; Alternate for two years, Dr. Rodney A. 
Wright, DeKalb; Censor for three years, Dr. Louise 
L. Culver, Sandwich; Censor for two years, Dr. James 
S. Rankin, DeKalb; Censor for one year, Dr. Robert 
G. Dakin, Sandwich. 

Dr. Paul Starr of Chicago gave a splendid address 
on “The Medical Treatment of Liver Diseases.” 

Lack of sugars, fats and carbohydrates in the diet 
tend to degeneration of the liver. Dr. Starr illustrated 
his lecture with lantern slides. 





KANE COUNTY 

Forty-eight physicians attended the Duck Dinner 
given by the Kane County Medical Society the evening 
of December 3 at Aurora. Members of the Woman’s 
Auxiliary to the County Medical Society were guests. 

Dr. W. L. Benishek of Joliet gave a very good and 
encouraging paper on “Treatment of Neurosyphilis 
with Malaria” and reported a series of cases. Dr. 
and Mrs. Scott of Geneva showed quite a number of 
films taken on their European trip last summer, inter- 
polating explanatory remarks where they would do the 
most good. A resolution was passed concerning the 
death of Dr. O. A. Chappelle of Elgin. Music was 
furnished by Dr. and Mrs. L. J. Hughes of Elgin. 

The following officers were elected for the year 1931: 
President, H. H. West, Elgin; Vice-president, C. G. 
Weller, Aurora; Secretary-Treasurer, Leland Ander- 
son, Aurora; Board of Censors, R. W. Capenter, 
Geneva, Geoge W. Haan, Aurora, and G. J. Schneider, 
Elgin; Necrology Committee, J. D. Milligan, Elgin, 
R. J. Lambert, St. Charles, and A. H. McLaughlin, 
Aurora; Delegates to State Meeting, H. H. West, 
Elgin, and L. J. Hughes, Elgin; Alternate Delegates; 
E. L. Lee, Aurora and L. H. Anderson, Aurora; 
Ethical Relations, A. E. Diller, Aurora, C. E. Colwell, 
Aurora, C. E. Schurmeier, Elgin, J. R. Tobin, Elgin 
and R. G. Scott, Geneva. 





Personals 


Dr. Edward 8. Blaine has moved to Los Ange- 
les where he has purchased the equipment of the 
late Dr. William B. Bowman who had one of 
the largest X-ray laboratories in the Southwest. 
Dr. Lloyd Arnold broadcasted over WGN under 
the auspices of the State of Illinois Department 
of Public Health on Saturday, December 6, on 
“New Twentieth Century Diseases.” 

Among others, Dr. Sol R. Rosenthal addressed 
the Chicago Pathological Society, December 8, 
on “Aneurysm of the Cystic Artery and Melano- 
carcinoma of the Gall Bladder.” 

The first meeting of the Chicago Society of 
Allergy was addressed, December 22, by Drs. 


January, 1931 


Samuel M. Feinberg and Harry L. Huber on 
“Historical Aspects of Allergy” and “Variations 
in Tolerance to Pollen Extracts,” respectively. 

Dr. James B. Herrick gave a brief memorial 
tribute to Dr. Charles E. Paddock before the 
Chicago Gynecological Society, December 19. 
Other speakers were: Drs. Alexander G. Gabrie- 
lianz on “Spinal Anesthesia in Gynecology,” and 
Jacob P. Greenhill, “Rupture of a Corpus Lu- 
teum with Intra-Abdominal Hemorrhage.” 

Among the speakers who addressed the Chi- 
cago Tuberculosis Society, December 11, were: 
Drs. Robert G. Bloch on “Experimental Infec- 
tion with Tuberculosis”; Russell D. Herrold, 
“Laboratory Diagnosis of Tuberculosis,” and 
Ralph B. Bettman, “Feasibility of Intrapleural 
Operations.” 

The Chicago Society of Internal Medicine was 
addressed, December 15, among others, by Dr. 
Joseph L. Miller on “Classification, Etiology and 
Pathology of Chronic Arthritis.” 

The eighth annual joint meeting of the Illi- 
nois and Chicago societies of industrial medi- 
cine and surgery was addressed, December 3, by 
Drs. Hiram W. Orr, Lincoln, Neb., and Henry 
W. Newman, Cincinnati, on “Osteomyelitis” and 
“Nonsurgical Industrial Medicine,” respectively. 

The Chicago Roentgen Society was addressed, 
December 10, by Drs. George T. Palmer, Spring- 
field, Iil., on “X-Ray Diagnosis of Tuberculosis,” 
and William A. Evans, Detroit, “Indications for 
and Results of Surgical Treatment of Pulmon- 
ary Lesions as Observed Roentgenologically” ; 
Dr. Benjamin Goldberg spoke on “Roentgeno- 
logic Aspects of Pulmonary Tuberculosis in 
‘hildhood.” 

Dr. Benjamin Goldberg, medical director of 
the City of Chicago Municipal Tuberculosis 
Sanitarium organization and associate professor 
of medicine, University of Illinois, was the 
speaker at the joint meeting of the Jefferson 
County Medical Society and the Louisville Tv- 
berculosis Association, at Louisville, Ky., on 
Monday, December 1, 1930. His topic was “Tu- 
berculosis Control and the General Practitioner.” 

Dr. Goldberg also addressed a noon luncheon 
meeting of the Hospital Directors’ Association 
at Louisville, on the same day. At this time 
he spoke on “Clinic and Sanatorium Manage- 
ment of Tuberculosis.” 
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News Notes 


—There has recently been appointed a con- 
sulting staff to the Chicago State Hospital at 
Dunning. The personnel is as follows: 


Surgery: Chas. E. Humiston, president, Geo. 
W. Post, Jr., Homer W. Humiston. 


Orthopedic Surgery: Thos. Meaney. 
L. W. Schultz. 
Thos. P. Foley, Secre- 


Oral Surgeon: 
Internal Medicine: 
tary, Jas. G. McGrath. 
Hye, Ear, Nose and Throat: 
Edw. F. Garraghan. 
Louis Faulkner, Milton J. Sum- 


Leo J. Steiner, 


Obstetrics: 
merville. 

Genito-Urinary: Harry J. Dooley. 

M. S. Fink, B. B. Beeson. 

Pathologist: HE. C. Piette. 

—Madame Debrovolskaia-Zavadskaia, biologist 
and radiologist of the Curie Institute, Paris; Dr. 
Frances Dickinson, Dr. Clara Seippel Webster 
of Tuscon, Arizona; Dr. Petra Dahl, president 
of the Medical Women’s Club of Chicago, and 
several others met for luncheon on November 
24. Although the time for program was lim- 
ited those present were very much interested 
in the short talk given by Madame Zavadskaia 
relative to the value and limitations of radium 
and the x-ray in treating cancer. 


Dermatology: 


—Medical women from Washington, D. C., 
Louisiana, North Carolina, Nebraska, Iowa, etc., 
are to be in Chicago, January 16th, in attend- 
ance at the mid-year board meeting of the Med- 
ical Women’s National Association. 

A banquet will be given in their honor on 
the evening of that day at the Chicago Woman’s 
Club. Medical women are invited. 

—The Chicago Council of Medical Women 
will hold their regular monthly meeting at the 
Medical and Dental Arts Club, 185 North Wa- 
bash Avenue on Friday evening, January 9, 
1931, at 8 o’clock. 

PROGRAM 


Encephalitis—(with movie reel)........... 


Discussion: Anna E. Blount and Yetta Shef- 


tel. 
Parasitic Infections in Chicago............ 


Marie Ortmayer. 


Discussion : 
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—Hoffmann-La Roche, Inc., well known as 
“makers of medicines of rare quality,” have ex- 
tended their property by the purchase of 10 
additional acres of land, making a total tract 
of 35 acres. The purchase was deemed essential 
in the light of the company’s steadily increas- 
ing sales under keen aggressive management. 

In the words of Mr. Elmer H. Bobst, general 
manager, “Hoffmann-La Roche has just begun 
to grow!” 


—Before the Medical History Club of the 
University of Illinois, on December 17, 1930, 
Dr. C. I. Reed of the Department of Physiology, 
University of Illinois, College of Medicine, read 
a paper on “Dr. William Beaumont, Backwoods 
Physiologist.” 

—The Art department of the College of Med- 
icine, University of Illinois, has on exhibition 
in the library—The Dance of Death and Med- 
ical Book Plates from the Collection of Mrs. 
Edmund Andrews and Dr. Otto L. Schmidt. 


—At the clinical conference, Thursday, De- 
cember 18, 1930, of the departments of obstet- 
rics, genito-urinary surgery and pathology, of 
the Research and Educational Hospitals, Uni- 
versity of Illinois, the following program was 


given: 

1. Treatment of Hyperemesis Gravidarum. . 
OE RT eT Ey eT re Dr. Lash 

2. Nephritic Toxemia......... Dr. Fischmann 


3. Observation in Skin Reactions in Animals 
Inoculated with Tubercle Bacilli and other 


Acid Fast Organism..... Dr. Russell Herold 

4, Lymphosarcoma— 
(a) Clinical Aspects........... Dr. Falls 
Pathological Aspects.......... Dr. Milles 


—Several members of the Chicago Medical 
Society have been seriously inconvenienced and 
in some instances placed in a most embarrassing 
position because of their failure to comply with 
the following provision of the Criminal Code of 
Illinois: 

“Every person not standing in the relation of 
husband or wife, parent or child, brother or sis- 
ter to the offender, who knows the fact that a 
crime has been committed, and conceals it from 
the magistrate, or who harbors, conceals or 
maintains or assists any principal felon, or any 
accessory before the fact, knowing him to be 
such, shall be deemed an accessory after the fact, 
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and shall be punished by imprisonment in the 
penitentiary for a term of not less than one year 
and not exceeding two years, and fined not ex- 
ceeding $500.” 

Physicians would probably do well to report 
all accident cases in which there is a possibility 
of violence to the proper authorities. In a situa- 
tion of this kind it is better to lean over back- 
wards than take the chances of being charged 
with being an accessory to murder after the 
crime. 

—At the bi-weekly meeting of the Medical 
History Club of the College of Medicine, Uni- 
versity of Illinois, held November 19, the ad- 
dress was given by the Royal Italian Consul 
General, Mr. G. Castruccio, who talked on “The 
Present and Past of Italy.” 

—The Educational Committee of the Illinois 
State Medical Society for the third consecutive 
year has been asked to arrange a series of health 
talks to be given in some of the larger industries 
of Chicago during December, January and 
February. 

—Under a plan announced by the Chicago 
Medical Society, the services of trained nurses 
may be obtained for twenty hours at a cost of 
one dollar than the prices previously 
charged for twelve hours. The rate will be $8 
for a twenty hour day. The present rate of $7 
for a twelve hour day remains as at present. 
The plan also makes available the practical nurs- 


more 


ing and undergraduate nursing service at one- 
third less cost than graduate service. Hourly 
nursing service will be obtainable at a rate of 
$2 flat for the first hour and $1 each hour there- 
after when the family physician believes this 
will be sufficient. The new rates result from the 
fact that the public at present is disposed to 
cut nursing time to the minimum. More cases 
are now being cared for by relatives and neigh- 
bors, it is reported, than at any time in the 
last ten years. Already 60 per cent of the de- 
mand is for twenty hour service and only nurses 
who exemplify the highest standard are suitable 
for this. The new service is available through 
the nurses’ registry of the Chicago Medical So- 
ciety. 





Deaths 


Vircit A. BAKER, Marion, Ill.; St. Louis College of 
Physicians and Surgeons, 1903; member of the Illinois 
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State Medical Society; aged 54; died, October 28, of 
heart disease. 

NatHan Bartow, Hines, Ill.; Northwestern Uni- 
versity School of Medicine, Chicago, 1902; since 1919 
connected with the U. S. Veterans’ Bureau; aged 54; 
chief of the medical staff of the Edward Hines, Jr, 
Hospital, where he died, November 24, of carcinoma 
of the pancreas. 

Francis Homer BLAcKMAN, Geneva, IIl.; Chicago 
Medical College, 1870; aged 84; died, November §8, at 
the Community Hospital, of myocarditis and acute 
prostatitis. 

JosEpH Epwarp Bunpy, Sheldon, Ill.; College of 
Physicians and Surgeons, Keokuk, Iowa, 1883; aged 
75; died, November 9. 

Mary Leora Carrico, Danville, Ill.; Rush Medical 
College, Chicago, 1916; aged 37; was found dead in 
bed, November 16, of cerebal hemorrhage. 

Ora AppIsOoN CHAPPELLE, Elgin, Ill.; Rush Medical 
College, Chicago, 1892; also a dentist; aged 68; died, 
October 26. 

Joun S. Coox, Beecher City, Il.; Missouri Medical 
College, St. Louis, 1880; also a minister; aged 81; died, 
October 22, of dilitation of the heart. 

Epwin C. Hamiuton, Kankakee, Ill.; Starling Med- 
ical College, Columbus, Ohio, 1885; on the staff of St, 
Mary's Hospital; aged 70; died, November 18, of 
myocarditis. 

CHARLES JosEPH Hart, Pulaski, Ill.; St. Louis Col- 
lege of Physicians and Surgeons, 1910; aged 58, died, 
October 12, of chronic myocarditis. 

Epwarp G. Heprick, Loraine, Ill.; College of Phy- 
sicians and Surgeons, Keokuk, Iowa, 1891; aged 66; 
died, November 24, in the Blessing Hospital, Quincy, 
of cerebral hemorrhage. 

WILLIAM FRANKLIN HILsasBeEck, Windsor, IIl.; Rush 
Medical College, 1872; aged 84; died, December 6, of 
cerebral hemorrhage. 

MarcGaret C. Boosinc JoHNsoNn, Chicago; National 
Medical University, Chicago, 1896; aged 71; died, De- 
cember 20, of perforating duodenal ulcer. 

MARSHALL CoLuieR McIntire, Farmer City, IIL; 
Hahnemann Medical College and Hospital, Chicago, 
1879; aged 72; died, November 20, of arteriosclerosis 
and obliterative endarteritis. 

Marie S. Scumipt, Sheridan, Ill.; Northwestern 
University Woman’s Medical School, Chicago, 1900; 
at one time clinical assistant in gynecology, Rush Med- 
ical College, Chicago; formerly on the staff of the 
Mary Thompson Hospital, Chicago; aged 67; died, 
November 15, of heart disease. 

Jutta Hotmes Smitu, Chicago; Chicago Homeo- 
pathic Medical College, 1877; aged 91; died, November 
10, in Winnetka, Ill., of myocarditis. 

JoHANN DierricH TIEKEN, Piper City, Ill.; Wash- 
ington University School of Medicine, St. Louis, 1879; 
a practitioner for 51 years; a Fellow, A. M. A.; aged 
76; died suddenly, at his home, November 19, of heart 
disease. 
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